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ABSTRACT 
 
While early intervention and treatment are often advocated for young 
children who has been sexually abused, little attention has been directed to 
developing an evidence base for such interventions. Hence, this research series took 
place over two principal areas of study: (i) the development of targeted interventions 
for young children who had experienced sexual abuse; and (ii) the co-evolution of a 
Child-Centric Intervention Research Framework to evaluate their effectiveness.   
The research series began with a Participatory Action Research (PAR) 
and mixed method evaluation of a locally available Protective Behaviours program 
delivered across three groups of children aged four to seven years. Children in the 
participant sample were considered ‘at risk’ of, or with substantiated experiences of, 
interpersonal violence, including sexual abuse. Through iterative monitoring of their 
progress, contextual, summative and formative outcomes, which were both 
quantitative and qualitative in nature, were analyzed idiographically (within case) 
and nomothetically (across cases) to provide an idiothetic analysis of the program’s 
outcomes. This evaluation pointed to limited success of the program and provided 
impetus to develop a new approach to intervention for young and vulnerable sexually 
abused children. It also highlighted some of the challenges of evaluating programs 
for children, exposing the need for an iterative microanalytic approach focused on 
the child as an entity greater than his or her experience or symptoms, as well as an 
entity firmly embedded in a wider outcome-influencing system.  
A Developmental Intervention Research approach (DIR) was introduced 
to the research framework at this juncture and resulted in a 12-week abuse-specific 
cognitive behavioural program, entitled ‘Little Steps’. The application of this 
program with a young sub-clinical group of children was evaluated in two group 
program iterations and three individual/family therapy modalities. After refinements iv   
 
of the program’s components and delivery strategies, the evaluation revealed 
substantive improvements in outcomes relative to those found in the Protective 
Behaviours  program evaluation. Specifically, children demonstrated adequate 
learning of program concepts and clinically significant markers of positive 
adjustment. 
The use of DIR and PAR used in conjunction highlighted a process 
driven approach to intervention development.  However, even in combination these 
approaches provided only a bare framework for guiding the research endeavour. The 
framework was given life, meaning and strength in its application to working with 
this vulnerable group of children by infusing it with the sensibilities of the 
professional code of being a practitioner. That is, understanding the child and his/her 
relational context for engaging in the world informed the selection and development 
of measures, directed the process of observation (plan, observe, act and reflect), and 
program development at the immediate level of the ‘participant person’.  
A Child-Centric Intervention Research Framework evolved through the 
intervention studies. It centres on considered understanding child development 
across cognitive, social and emotional domains. It recognizes the systemic 
constraints in a child’s life, including their engagement in intervention. Most 
importantly, it recognizes play as the language of childhood through which learning 
occurs and through which stories can be told, even by the youngest children.  This 
evaluation framework carefully centres on the understanding of particular 
vulnerabilities of presenting children, and their progress through interventions, 
against a normative perspective of child development. This normative perspective 
was integrated into this research through a study of children’s typical pre-sexual 
knowledge and body awareness. Developing normative measures of children’s 
appraisals of their relationships and sense of resilience was also undertaken. v 
 
Measuring aspects of positive adjustment was an important feature of this research 
framework, as a point of comparison to better understanding adjustment difficulties 
indicated in a child’s symptomatology. Importantly, the framework was engendered 
through adherence to the practice values of clinicians and the collateral confluences 
of existing methodological approaches to outcome research. Underpinning this 
framework, the researcher-practitioners were the principal medium through which 
contextually rich data were collected and interpreted.  
 vi   
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Chapter One 
Preamble 2   Chapter One: A Thesis Preamble 
 
 
While the impetus for most research begins with a question, the research 
reported in this thesis began with an experience.  It commenced when I was 
presented with an invitation to simultaneously co-facilitate and evaluate an early 
intervention program for a group of young vulnerable children affected by sexual 
abuse and/or domestic violence. The ensuing research process followed Mellor’s 
(2001) maxim and was a ‘messy unfolding process’ of responding to both immediate 
clinical needs and longer term professional responsibilities of the scientist-
practitioner in evaluating the effectiveness of therapeutic work. Given the 
complexities of such tasks and of engagement with a vulnerable client group, a 
process of critical, iterative, reflective practice was essential. The dual tasks of 
practitioner and scientist provided opportunities for insights into the effectiveness of 
practice, but also made disentangling and reporting of findings more complicated.  
In order to clearly draw out the strengths of this relationship between 
practice and research, the purpose of this preamble is to provide a brief ‘map’ of 
what was far from a linear process. This thesis can be conceptually 
compartmentalised into three distinct parts. Part One involved the genesis of this 
research process, which started with an invitation to facilitate and evaluate an 
intervention program called Protective Behaviours that was offered to children 
affected by a range of abuse types and interpersonal violence.  While my traditional 
training as an empirical researcher encouraged the distancing of the researcher from 
participants and the subject of the research, the clinical realities were such that a 
close engagement with the children and families was a non-negotiable part of the 
opportunity offered to conduct this study and an ethical necessity to ensure the safety 
of participants as they progressed through this experimental treatment. While this 
meant commencing with a tentative engagement in a researcher-practitioner 
methodology, this ethnographic method of research unexpectedly emerged as central 3 
 
   
to the success of the evaluation and provided the bedrock for both the intervention 
research framework that emerged, and for the consequent development of the Little 
Steps program described in Part Two of this thesis.  
Iterative critical reflection and clinical engagement were core 
components of this project, and resulted in the unique co-evolution of practice and 
research methodology. In acknowledging and prioritizing ethical obligations to child 
participants in undertaking a new pilot intervention approach, the choice to accept a 
limited sample size that allowed micro evaluation of treatment progress was made, 
acknowledging that this would nevertheless prevent statistical analysis of the dataset. 
Alternate methods of analysis were adopted that capitalized on the resultant depth of 
case data. These ethical priorities also meant that the program was designed to 
include close parental involvement so that parents became allies in monitoring and 
responding to their child’s needs. Once again this focusing of resources in systemic 
intervention resulted in less available time and fewer resources for working with a 
larger number of children. 
The symbiotic process and resultant integrated intervention research 
framework made reporting the findings challenging. This is reflected in the 
sometimes non-linear presentation of material in this thesis. Thematic and 
chronological issues have been considered in ordering the reporting of this research 
as have issues of brevity and avoiding repetition. Thus, as pragmatic and clinical 
issues were the primary (but not sole) drivers of the design of study one, they will be 
the focus of Part One of this thesis while a comprehensive consideration of the 
emerging epistemological and methodological issues are more fully expounded in 
Part Two.  
One outcome of the unfolding research process is that different aspects 
of the evidence base became more salient at some junctions and receded further into 4   Chapter One: A Thesis Preamble 
 
 
the background at others. Areas of this evidence base that were relevant in this thesis 
included: the impact of the ecological context of childhood on the coping processes 
of children and their families after abuse; intervention options after sexual abuse; and 
the impact of sexual abuse on a community and on a child’s interpersonal 
relationships. This extended literature is reviewed in subsequent chapters but is 
diagrammatically presented in Figure 1.1 and will be presented at different points 
throughout this thesis, governed by relevance to the surrounding text. Notable is the 
absence of any literature relating to targeted early intervention practice after sexual 
abuse (as indicated by the shaded part in Figure 1.1). This stands in stark contrast to 
the literature about other forms of child abuse and neglect and provides a focus for 
this thesis.  
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Part Two of this thesis involved a more formal engagement with a 
Developmental Intervention Research approach to program development and 
evaluation. Responding to the findings from the evaluation of Protective Behaviours, 
a dual research direction was identified including the need for (i) a more targeted 
approach to early intervention for young children affected by sexual abuse and their 
families and (ii) a practice that was responsive, developmentally aware and 
supported by an ‘embedded’ approach to evaluation. The process of responding to 
these interdependent needs is reported in Part Two.  The co-development of the Little 
Steps program and a new practice-driven framework for applied outcome research 
with children is discussed, the threads of which iteratively emerged from the 
experiences, observations and findings from this evaluation process, in combination 
with those from the earlier evaluation of the Protective Behaviours program.  
Another outcome of this comprehensive evaluation strategy in Part Two 
was the identification of gaps in the clinical evidence base relating to assessment of 
children who have been abused. Specifically, it was noted that in the sexual abuse 
literature normative data on typical development is not customarily considered in 
outcome measurement; and nor is the young child’s self-report about positive aspects 
of their development and wellbeing. Thus, measurement development is the focus of 
Part Three. The exploration of children’s typical pre-sexual body awareness and 
knowledge, as a counter point to understanding abnormal sexualised behaviours in 
sexually abused children, is the first study reported in Part Three. The final two 
studies involved developing child self-report measures targeting children’s own 
appraisals of important interpersonal relationships and their own sense of resilience. 
Both of these studies were also undertaken with typically developing children 
because understanding their perspectives is an important pre-step to understanding 
deviations from expected norms.  6   Chapter One: A Thesis Preamble 
 
 
When considered together, Parts One, Two and Three highlight the 
unique contribution made possible by bringing together research and practice. 
Further, combining qualitative and quantitative, nomothetic and idiographic 
methodologies to encapsulate the complex systemic world of the child, our 
understanding is enriched.  
A central methodological feature of the current research series therefore 
became the participant status of this researcher. In accordance with the participant-
researcher framework, I will begin with a brief explication of my qualifications and 
relevant experience such that my subsequent interpretation of the literature and my 
own data may be considered for validity (or bias) by the reader. I am a Psychologist, 
trained at a Masters level of applied clinical psychology, and I have worked as a 
practitioner in adult and paediatric settings over the past eight years, in areas 
including health psychology, disability and psychiatric settings. I have also worked 
as a member of a large collaborative research program at a local university, gathering 
a range of psychometric, chronometric and neuropsychological assessment data with 
typically developing cohorts of primary-school aged children.  
For simplicity throughout this thesis, I will write at times in the first 
person, although I acknowledge that this breaks from traditional reporting customs. 
Moreover, given the expansive nature of reporting in this research paradigm, brevity 
of expression will be prioritised. I will refer to children who have experienced sexual 
abuse as ‘sexually abused children’ rather than ‘children who have experienced 
sexual abuse’. I recognise that this shorthand might, in the absence of explanation, be 
seen as defining a child by a traumatic experience. This is antithetical to the 
humanistic and child-centred philosophies underscoring this research and is not the 
intention. 
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This research series began with an invitation to evaluate a locally 
available Protective Behaviours (PB) program for young children (4-7 years old) 
who had experienced abuse or who were considered by the state’s statutory child 
protection authority, Department for Child Protection, as ‘at risk’ of abuse. The 
majority of children presenting to this PB program, and who participated in this 
study, were referred for reasons related to sexual abuse. Like most community based 
services, however, the participating organisation was constrained, by limited 
funding, in its ability to offer niche or specialised services. Instead, to provide an 
ostensibly suitable service, the program was offered to a heterogeneous group of 
families who were either referred by the Department for Child Protection or who 
voluntarily presented to the program. The potential to generalise protective 
behaviours concepts to a wide range of interpersonal violence was an appealing 
aspect of the PB program and meant the organisation could accept referrals for a 
broad range of abuse issues thought to put a child’s development at risk. For many 
families, the PB program was the only public or low fee intervention option 
accessible to them in their community. The aim of this study was to evaluate the 
effectiveness of this real world delivery of the PB program, as part of the 
participating organization’s centennial review of service delivery.  
Faced with little targeted evidence to guide their niche intervention 
service, the participating organisation studied here, used the PB program as a 
targeted intervention program with a sub-clinical sample of children identified as at 
risk of harm. Participating children were deemed sub-clinical in this study for the 
following reasons. The Western Australian Department for Child Protection directly 
referred families to the PB program or suggested this program to self-referring 
families.  Facilitating these referrals meant that children were not seen to meet 
symptom eligibility criteria for individual therapy at the State’s child and adolescent 11 
 
   
mental health services or for internal referral to the Department’s Clinical 
Psychology team.  
The participating organisation’s historical context, as a service provider 
for abused children, is well established, dating back to 1903. It is a non-government 
and not-for-profit community organisation that offers out-of-home care services, 
education and therapeutic services for children and adolescents affected by abuse. 
The conceptualisation of the PB program, as offered through the organisation’s 
therapeutic services, was based on the Wisconsin Protective Behaviours Program, 
developed by Flandreau-West (1983). This PB program is a preventative safety 
program, aiming to reduce the incidence of sexual abuse in the community through 
empowerment and education of children (Briggs, 2007). Despite insufficient 
evaluative research to support its use in Australia, this program was extensively 
promoted throughout the Australian education curriculum during the 1980s and early 
1990’s.  
While personal safety training is often incorporated into programs, such 
as cognitive behavioural therapy for the treatment of Depression, Anxiety and 
Posttraumatic Stress Disorder after sexual abuse, practitioners are often warned in 
program protocols of risks associated with integrating personal safety concepts too 
early in the therapeutic agenda (e.g. Cohen, Mannarino & Deblinger, 2006; 
Deblinger, Stauffer, & Steer, 2001). Teaching children ways to respond to danger, 
and prevent abuse, may inadvertently encourage self-blame for children who were 
unable to prevent their abuse from occurring. This is an important distinction 
between universal populations of children, for whom the PB program was intended, 
and those targeted by the PB program in this study. The children targeted by this 
service were thought to have had experiences of abuse and interpersonal violence, 
placing them at risk.  12  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
In the current context, the PB program
1 was offered to children (between 
4 and 12 years) with a wide range of abuse histories as well as their families. Prior to 
commencing this evaluation, the participating organization had undertaken an 
ongoing review of the PB program, by gathering facilitator estimates of children’s 
learning of selected components, using a three point rating scale (not at all, 
somewhat, complete).  These facilitator estimates informed reports for referrers, 
family court and/or parents, and included information such as the child’s rate of 
attendance, needs assessment, and recommendations for ongoing intervention. The 
organization’s management readily acknowledged the limitations associated with 
such a rudimentary service evaluation and the risks involved in generating clinical 
recommendations from this crude assessment process. As the program was most 
often accessed by a younger age group of children (4 and 7 year-old children), this 
age group became the focus for this study. In addition to appraising their PB 
program’s outcomes, another agreed focus for this evaluation was to develop an 
assessment framework to inform future delivery of the program and to pilot an 
evaluation methodology that could be employed by staff, on an ongoing basis. 
Notably, in search of the relevant research base, I was unable to find any examples 
where prevention of abuse programs were used as the only intervention approach for 
targeted groups of children at risk of abuse, which are considered next.  
 
EVALUATION OF PREVENTATIVE PROGRAMS SUCH AS  
PROTECTIVE BEHAVIOURS 
Across programs, research has typically yielded consistent findings, with 
universal samples of non-abused children. That is, that prevention programs 
                                                      
1 Information about the Protective Behaviours program was referenced from the participating 
organisation’s program manual and website information about its services. Protecting the 
confidentiality of the participating organisation restricts the listing of these references, however 
general information about the Protective Behaviours program and its use in the Australian context can 
be found at www.pbaustralia.com (retrieved 20
th November, 2008). 13 
 
   
demonstrate statistically significant improvements in child abuse-related knowledge 
and skills (e.g. Binder & McNiel, 1987; Conte, Rosen, Saperstein & Shermack, 
1985; Finkelhor & Dziuba-Leatherman, 1995; Finkelhor, Asdgian & Dziuba-
Leatherman, 1995; Hazzard, Webb, Kleemeier, Angert & Pohl, 1991; Hebert, 
Lavoie, Piche & Poitras, 2001; Jacobs, Hashima & Keening, 1995; Plummer, 2005, 
Rispens, Aleman & Goudena, 1997). Yet, the myriad of differing programs 
understanding the effectiveness of prevention of abuse programs is challenging. 
Some are taught in one day while others are over several weeks, by facilitators with 
different professional backgrounds and delivered to different age groups of children 
(Plummer, 2005; Reppucci, Haugaard & Antonishak, 2005). Rispens et al.’s. (1997) 
meta-analysis produced overall effect sizes of 0.71, suggesting both significant and 
large outcome differences in children’s knowledge between experimental and control 
groups. Yet, some of the studies examined in Rispens et al. (1997) review, found that 
control groups outperformed experimental groups.  
Age is one variable that has attracted attention in evaluation outcomes 
and may be relevant in the current study. While the bulk of earlier research 
suggested that younger children demonstrate less learning of protective concepts 
than older children (e.g. Conte et al., 1985; Oldfield, Hays & Megel, 1996; 
Saslawsky & Wurtele, 1986; Tutty, 1994) more recently, two meta-analyses reported 
a different trend. Rispens et al. (1997) found that children younger than five years 
showed most benefit from their participation in primary prevention programs, yet 
program effects tended to disappear at follow-up.   Similarly, Davis and Gidycz’s 
(2000) meta-analysis reported that age was an important mediator of outcomes, with 
greatest effect sizes for younger children (3-5 years).  
The identification of an age-effect size relationship may shed light on the 
importance of matching presentation of program concepts with children’s 14  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
developmental capacity. The finding that, even after relatively short time intervals, 
children tend to forget what they have learned (David & Gidycz, 2000; Rsipens et 
al., 1997), is consistent with information processing models for cognitive 
development which suggest that young children are largely constrained in their recall 
of short-memory by an over-reliance upon rote learning (Carr, 2004; Nemerofsky, 
Carran & Rosenberg, 1994). Hence, many opportunities for skill rehearsal and 
repeated learning during prevention programs are important design features to 
incorporate into prevention programs (Kenny, Capri, Thakkar-Kolar, Ryan & 
Runyon, 2008; Plummer, 2005; Reppucci et al., 2005; Rispens et al., 1997; Tutty, 
2000).  
Moreover, sizeable proportions of participating children demonstrate 
existing knowledge of protective concepts prior to program commencement. Conte 
et al. (1985) found enhancements in knowledge that were statistically significant, yet 
gains were clinically small, with net increases of 2-3 concepts. The most competent 
children demonstrated knowledge of only 50% of concepts that were taught in the 
program. While some studies have reported that change was maintained at follow-up 
intervals of 2-5 months (e.g. Jacobs et al., 1995; MacIntyre & Carr, 1999; Saslawsky 
& Wurtele, 1986), others report that knowledge increases tend to attenuate at 8-12 
month follow-up, particularly for younger children and, in particular, when 
knowledge is differentiated from skill level (e.g. Ko & Cosden, 2001; Plummer, 
1994; Rispens et al., 1997). Additionally, Hazzard et al. (1991) found that while 
children’s perceptions of risk improved after their involvement in prevention 
programs, they did not notably differ in their ability to respond protectively in unsafe 
situations. This issue, which is understood as children’s application of knowledge 
gains, is controversial, as children cannot be expected to carry the full responsibility 
for the prevention of abuse (Plummer, 2005). Nonetheless, knowledge gains have 15 
 
   
often failed to translate into “real world” behaviour change, as evidenced by 
children’s inability to thwart danger  (e.g. Conte et al., 1985; Finkelhor & Dziuba-
Leatherman, 1995; Finkelhor et al., 1995; Hazzard et al., 1991; Jacobs et al., 1995; 
Kenny et al., 2008; Topping & Barron, 2009). 
Other issues potentially relevant to the current study are program length, 
type of outcome measures, and participation of children using behavioural skills 
training. These variables have also been identified as potential mediators of outcome 
effects in prevention programs (Rispens et al., 1997; Tutty, 2000). Findings suggest 
that programs encouraging children’s active participation, and that extend over 
longer periods of time, are more likely to be aimed at younger children and to be 
focused on behavioural outcomes (Davis & Gidycz, 2000). Program evaluations 
have consistently found that knowledge gains for younger children are higher than 
those of older children. Such findings may indeed suggest differences in delivery 
strategies employed for younger children than for older children and adolescents, but 
may also simply suggest lower baseline performances of younger children.   
Moreover, it may suggest that behaviourally focused programs delivered over 
extended periods are more effective. Rispens et al. (1997) agreed that the most 
effective programs explicitly focus on self protection and allow sufficient time for 
new skills to be incorporated into children’s behavioural repertoires. However, 
young children, in particular, display greatest difficulty with complex protective 
behaviours concepts, such as responding to secrets and identifying ambiguous touch 
(Conte et al., 1985; Daro, 1994). Despite confusion in age-related and/or delivery-
related outcomes, children who have participated in prevention programs have been 
found to be better able to distinguish between safe and unsafe situations and 
improved knowledge of touch discrimination (Topping & Barron, 2009). Even four 
to five year-old children demonstrated greater learning of program concepts 16  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
compared to no-treatment control groups (Harvey, Forhand, Brown & Holmes, 1988; 
Hazzard et al., 1991).  
Tutty (2000) suggested that the developmental differences seen in these 
findings may not involve a necessarily straightforward linear continuum across ages. 
He found that while younger children (5 to 7 years old) achieved lower baseline 
scores (i.e. less than 50% accuracy) for their knowledge of inappropriate touch, older 
children (8 to 13 years old) demonstrated greater difficulty identifying appropriate 
touch. Effect sizes for knowledge at the beginning of programs and end of programs 
followed a similar pattern. Tutty speculated that older children tend to overgeneralise 
in their appraisals of the inappropriateness of touch, or become over cautious about 
touch interactions with others.  
Negative outcomes from children’s participation in programs have been 
noted in the some studies. Negative effects include: (i) anxiety and dependency (e.g. 
Finkelhor & Dzuiba-Leatherman, 1995; Hebert et al., 2001); (ii) fear of strangers 
(e.g. Hebert et al., 2001; MacIntyre & Carr, 1999); (iii) aggression (Hebert et al., 
2001; MacIntyre & Carr, 1999); and (iv) embarrassment (Tutty, 1997). In addition, 
negative effects after participating in prevention programs have been reported by 
teachers and parents rather than by children themselves (Topping & Barron, 2009). 
Changes in children’s knowledge of protective concepts are typically accessed from 
observations and assessment with the child, while their emotional wellbeing is 
typically accessed through parent-report (e.g. Hebert et al.2001). Additionally, 
parents are often asked to rate how satisfied they are with their child’s involvement 
in the program as a measure contributing to program evaluation.  
Parental inclusion in training is also relevant, especially when prevention 
programs are aimed at young cohorts of children (Renk, Liljequist, Steinberg, Bosco, 
& Phares, 2002). MacIntyre and Carr (1999) found that parental inclusion in 17 
 
   
prevention programs was associated with greater preparedness of parents and 
children to discuss difficult subjects. Similarly, Herbert (2000) found that parental 
inclusion increased children’s preparedness to discuss child sexual abuse and 
protection issues.  
Despite improvements in children’s knowledge of prevention concepts 
(Topping & Barron, 2009), most studies have found that children experience 
difficulty understanding the possibility that perpetrators of sexual abuse may be 
known to the child and, while they demonstrated learning to discriminate between 
strangers and familiar people, continue to rate strangers as more dangerous (e.g. 
Jacobs et al., 1995; Tutty, 2000). Moreover, there is little evidence that prevention of 
abuse programs increase children’s actual use of skills, as measured by rates of 
disclosures and responses to actual or simulated threat (Topping & Barron). While 
there is limited information about program delivery fidelity and its impact on 
different outcomes (Topping & Barron) successful program components identified 
by this research base include: (i) parental and family involvement in training; (ii) 
teaching concepts didactically to children, involving video modelling and active 
behavioural rehearsal of skills that are repeated over the course of training, to 
maintain knowledge gains (Kenny et al., 2008; MacIntyre & Carr, 2000).  
What has been highlighted is the importance of considering child 
development as central in both program planning and evaluation. While the 
participant samples are different in the current study (i.e. at risk of abuse rather than 
universal), the importance of assessing developmental capacity is merely emphasised 
in the current sample of children, given that traumatic experiences may have 
disrupted some aspects of their development. One of the unique features of child 
interventions is that biological, cognitive, social and emotional processes are 
developing while children participate in such interventions (Kazdin, 2000). 18  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
Developmental processes, such as language, planning, reasoning, and the ability to 
anticipate the actions and motivations of others, all affect intervention outcomes 
(Carr, 2004; Kazdin, 2000). Hence, it is important to consider how program 
components are delivered and conceptually matched to children’s developmental 
capacity. Furthermore, the developmental features of young children  impact upon 
the inferences that can be drawn from evaluating program content, in terms of how 
each targeted skill is conceptualised and delivered, as well as how learning, and its 
application, is facilitated (Carnevale, Macdonald, Bluebond-Langner & McKeever, 
2008; Punch, 2002).  
 
APPLICATION OF PROTECTIVE BEHAVIOURS TO A VULNERABLE 
CLIENT GROUP 
In addition to the issues identified in the prevention of abuse research 
literature, the other salient contextual background directly influencing this study was 
the children’s vulnerability, and in particular, heterogeneity in experiences of abuse 
and coping (Kendall-Tackett, Williams & Finkelhor, 1993; Mullen, King & Tonge, 
2000). The variability in children’s experiences of type, form and chronicity of 
abuse, and its multiple sequelae, is reflected in heterogeneity among families 
presenting for intervention services (Putnam, 2003) and this was certainly evident in 
the families and children involved in the PB program. The referral process for 
families affected by sexual abuse, unlike other ‘clinical’ groups, often stems from the 
discovery that a child has been sexually abused, rather than for reasons of emotional 
and/or behavioural disturbance. For children who experience substantive disruptions 
to their emotional and/or behavioural functioning, and meet service entry criteria for 
treatment services, cognitive behavioural therapy is recommended by the evidentiary 
base, across a range of treatment modalities - group, child only, child and parent 19 
 
   
treatments (e.g. Cohen, Deblinger, Mannarino & Steer, 2004; Cohen & Mannarino, 
1998; Deblinger, Stauffer & Steer, 2001). While this treatment evidence base will be 
reviewed in detail in Chapter Four, such treatments broadly aim to relieve symptoms 
of depression, anxiety or post-traumatic stress, which are the most common 
psychological correlates with abuse (Cohen, et al., 2004), but were not necessarily 
evident in this study’s client/participant group. 
The alternative therapeutic option for families after sexual abuse is early 
intervention. Up to 40% of sexually abused children present as asymptomatic or 
marginally symptomatic immediately following a disclosure of abuse (Finkelhor & 
Berliner, 1995; Putnam, 2003). Access to treatment options via public or low fee 
services are often not available for such asymptomatic children and their families. 
Yet, there is emerging evidence of a ‘sleeper effect’ among these ‘sub-clinical’ 
children who later develop a range of emotional and behavioural difficulties 
(Finkelhor & Berliner, 1995; Putnam, 2003). The prophylactic benefits of early 
intervention with this sub-clinical group of children are largely unknown and there is 
some uncertainty about the necessity of early intervention (Nurcombe, Wooding, 
Marrington, Bickman & Roberts, 2000). However, the inherent threat that abuse 
poses to a child’s cognitive and emotional development, particularly for young 
children, is justification for considering early intervention aimed at minimising the 
onset of later difficulties, including re-victimisation (Finkelhor & Berliner, 1995). 
Moreover, where such intervention programs are offered in the community, their 
outcomes should be carefully evaluated.  
In the current evaluation, the ways in which these two contexts (i.e. the 
developmental capacity of children and their acute vulnerabilities) were targeted by 
the PB program was an important consideration. While a nomothetic appraisal of the 
extent to which children learn from their involvement in prevention programs is a 20  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
useful component in outcome evaluations, idiographic understanding of the specific 
concepts learnt, the depth of that learning and application at different ages and with 
different presentations of vulnerability was a clinical imperative (Tutty, 2000). To 
help understand the impact of a child’s development and their particular 
vulnerabilities during the PB program, examples where these important contexts had 
been considered in other program evaluations was sought from the research base.  
 
RESPONDING TO THE ISSUES OF CHILD DEVELOPMENT AND THE 
CONTEXT OF ABUSE IN PROGRAM EVALUATION 
The processes of abuse, including grooming for sexual abuse, which often 
involves coercion, misrepresentation of truth and the use of threat or force, exploit 
the young child’s cognitive and physical development (Tutty, 2000). Difficulties for 
young children in discriminating abusive situations and planning and executing a 
protective response to these situations, requires presentation of program concepts 
and evaluation tasks in ways that take into account the maturational differences in 
cognitive, socio-emotional and moral development in young children (Tutty, 2000). 
The use of concrete activities and presentation of program material (e.g. visual cues), 
rather than abstract or verbal delivery of program concepts, helps to match children’s 
cognitive capabilities, facilitating greater knowledge integration  (Conte, et al., 1985; 
Kuhn, 1988).  
Child development, therefore, should not a peripheral feature of programs 
aiming to prevent abuse, but integral to their designs and their evaluation. This is a 
core consideration in the current study. Tutty (2000) hypothesised that three broad 
developmental issues are implicated in children’s acquisition of concepts about 
prevention of abuse: (i) cognitive complexity; (ii) relationship to authority; and (iii) 
moral development. While the four to seven year-old age group is characterised by a 21 
 
   
period of rapid language and cognitive development, children at this age are still 
quintessentially egocentric in their thinking with distinct limitations in logic and the 
capacity to understand abstract concepts (Berk, 2001; McDevitt & Ormrod, 2006, 
Piaget & Inhelder, 1969; Vernon, 2002). In addition, despite the emergence of a 
theory of mind and the ability to formulate internal representations of their external 
environments (as distinct from the sensory reasoning of younger ages), reasoning 
remains largely intuitive (Carr, 2004). Logical reasoning, from general principles to 
specific situations, has not yet developed at this age. Carr (2004) provides an 
example of this: children will reason ‘I am tired so it must be night time’, instead of 
‘it’s dark outside so it must be night time’. 
To understand children’s relationship with authority and how they may 
come to comply or oppose a threat of inappropriate behaviour also requires critical 
appraisal of their moral-cognitive development (Tutty, 2000). Young children (two 
to seven years old) understand the motivation of others as contingent upon 
consequences for actions rather than intentions of actors (Boyle & Lutzker, 2005), 
where such consequences are underpinned by short-term proximal positive or 
negative reinforcement, rather than distal dimensions of morality (i.e. rightness vs. 
wrongness, Carr, 2004); for example, “get into the car and you can have these 
lollies” or “get into the car or I’ll smack you” (Boyle & Lutzker, 2005). 
Understanding of complexity and multiplicity is also underdeveloped at this age 
(Nemerofsky, et al., 1994). The young child’s appraisal of events is dichotomous or 
one-dimensional in nature, which manifests in their less developed memory, 
language skills, planning ability and shortened attention spans (Nemerofsky et al., 
1994).  These developmental constraints impact upon children’s capacity to learn 
and their capacity to communicate what they know. Developmental constraints are 
also evident in young children’s ability to: (i) evaluate an ambiguous situation across 22  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
multiple variables; (ii) plan a protective response to a hypothetical event; and (iii) 
carry out such a plan at any given time. Moreover, they present additional challenges 
for young children and for practitioners aiming to foster these skills through 
intervention. 
Yet, despite the growing literature base for evaluations of prevention of 
abuse programs across the last three decades, examples where outcomes have been 
considered from this developmental perspective of the young child are sparse. 
Prevention programs, including the PB program evaluated here, typically contain 
common learning objectives. Many of which are abstract concepts of safety, 
including: (i) body ownership; (ii) appropriate and inappropriate touch; (iii) 
appropriate and inappropriate secrets; (iv) physiological early warning signs; (v) 
assertive interruption of abusive behaviour (for example saying “no”); and (vi) 
development of support network systems for encouraging disclosures (e.g. Briggs, 
1991; Briggs & Hawkins, 1994a, 1994b; Conte et al., 1985; Finkelhor & Dziuba-
Leatherman, 1995, Finkelhor, etal., 1995; Hazzard, et al., 1991; Jacobs, et al., 1995; 
Kraizer, 1986; Kraiser Witte & Fuyer, 1989; MacIntyre & Carr, 1999; Tutty, 1997, 
2000; Wurtele, Marrs & Miller-Perrin, 1987).  
Evaluation of children’s learning of such program concepts is 
consequently developmentally loaded. Ethical and methodological difficulties, 
moreover, have also presented problems in measuring ‘prevention’, including how 
this concept is conceived. Nonetheless, Reppucci, et al.  (2005) and Tutty (1997) 
have raised constraints regarding: (i) limitations in capturing applied and abuse 
related skill development in outcome measures and capturing children acting in ways 
that may prevent abuse (applied skills); (ii) questionable psychometric properties of 
evaluation instruments; (iii) little focus on developmental differences across 
programs and teaching modalities; (iv) absence of a component analysis of different 23 
 
   
program components and their impact on outcomes; and (v) a distinct lack of 
iterative measurement across both concrete and process outcomes.  
 
THE CURRENT EVALUATION CONTEXT 
The participating organization invited a program evaluation as a move 
toward creating an evidence base for their practice. Hence, the broad aim of this 
study was to evaluate the overall effectiveness of their PB program, taking steps to 
be mindful of the particular vulnerabilities inherent in working with this young and 
hard to reach population of children. The small group of children who presented to 
the  PB program were largely asymptomatic and their heterogeneity influenced 
particular focal points for this evaluation.  
In response to the literature reviewed above, the first focal point for the 
current study was the context of children’s lives and experiences, as well as the 
impact of these factors on coping outcomes for children. These contexts informed 
the decision to include a contextual analysis of each family in this evaluation with 
the view to: (i) understand the impact of ecological variables (e.g. types of abuse, 
access to the alleged perpetrator of the abuse, familial living arrangements, court 
processes, voluntary nature of both agency-referred and self-referred families, 
parental coping factors and reactions, child development factors) on the PB 
program’s successes, failures and redundancies; and (ii) the impact of the PB 
program on the broader context of a child’s life. Hence, as these children were sub-
clinical, a second focal point was the PB  program’s effectiveness to positively 
impact on children’s learning of particular safety concepts targeted in the program, 
as well as the program’s influence on general beliefs about safety and the 
appropriateness of adult-child interactions. A third focal point was to measure the 
impact of the program’s delivery on outcomes, considering both ‘structural’ 24  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
variables (i.e. program length, session duration, teaching modes) and ‘process’ 
variables (i.e. opportunities and challenges in engaging families into the program and 
service more generally).  
This kaleidoscopic focus then allowed for learning to be evaluated as 
contingent upon the developmental match between taught concepts and children’s 
maturation, teaching modalities (e.g. play, pictures, words, stories) and the 
opportunities created within the program for behavioural repetition of skills, as well 
as facilitation of these skills in the children’s home environments. As a researcher-
practitioner, ethical imperatives of psychological practice, especially given the 
particular vulnerabilities of this participating group, dictate iterative monitoring of 
children’s learning and wellbeing. Iterative monitoring helped to address a practice 
commitment to monitor the ongoing impact of the program and evaluation 
procedures on each child. Monitoring children’s learning iteratively across each 
session also allowed the evaluation framework to assess the process of children’s 
learning, which involved retention of  knowledge of concepts/skills taught in the 
program, as well as recency effects in their learning.  
In short, the emerging evaluation framework was driven by clinical 
imperatives and broadly employed: (i) a series of single case studies to provide 
contextualised appreciation of each child as they entered and progressed through the 
program, (ii) a formative evaluation of program and service delivery; (iii) an 
appreciation for the program’s summative outcomes captured through sessional 
measurement; and (iv) use of a mixed methods approach, combining observation, 
self-report, other report collected qualitatively and quantitatively through 
triangulating data to get a comprehensive appreciation of each case. Also, 
Participatory Action Research (PAR, Dick, 1993, 1998; 2006 Kemmis & McTaggart, 
2008) was used to guide this reflective practice that used the participant researcher-25 
 
   
practitioner as a principal instrument of data collection. PAR will be discussed 
further in Chapter Three, but essentially focuses on a cycle of observing, planning to 
implement refinements, acting or implementing refinements and reflecting on its 
impact. PAR focuses on process, how and why a program works rather than just 
whether it works (Romasz, Kantor & Elias, 2004). The demands of being a 
practitioner as well as researcher both needed to be met. Immediate questions of 
safety and distress as well as longer-term issues of change and resolution required 
attention.  
 
METHOD 
Participants 
All participants were recruited as part of the service delivery of the 
participating organisation. Clientele were approached by a service manager to 
participate in a program evaluation, and on many occasions this was undertaken 
opportunistically rather than strategically. Screening was undertaken with potential 
participants by holding an initial interview with parent and child.  
While most children in this sample were referred for issues related to 
sexual abuse, families were also referred for reasons related to domestic violence, 
physical and emotional abuse and neglect. There were some a priori criteria for entry 
into the PB program, including that sexual and/or physical abuse that had been 
‘substantiated’; or the child was reported to be ‘at risk’ of sexual or physical abuse 
by the Western Australian statutory child protection authority, Department for Child 
Protection. Specifically, in the case of sexual abuse, there was an additional 
requirement that children did not reside with the alleged perpetrator of their abuse. 
Children were also able to access the PB program if they were exposed to familial or 
domestic violence. However, decisions around entry into the program were also 26  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
influenced by the funding available for each family under the service agreement with 
the Department for Child Protection.  
Children deemed suitable for participation in the Program were assigned 
to age-appropriate groups. Children aged four years were the youngest who could 
access the program and were assigned to groups comprised of four to seven year-old 
children. The decision to focus on this age group of children was influenced by the 
frequency in referrals for younger children. While other age groups, including eight 
to ten year-old children, and 10 to 12 year-old children, could access the program, 
four to seven year-old children were the most frequently referred age groups during 
the 12 month period of this study, and comprised three of the four groups run during 
this time. Participants in the current evaluation included ten parents, one foster carer 
and ten children: five boys and five girls (three children were siblings whose parents 
and foster carer participated in the study; additionally, one other parent participated 
but did not consent to her child’s participation). With the exception of three children 
whose mother and father participated together, all parent participants were mothers.  
Nine children were Caucasian and two were from culturally and linguistically 
diverse (CALD) backgrounds. Five children were residing in single-parent families, 
five in two-parent families (two of whom were removed from their family shortly 
after program completion) and one child was in foster care.  
The sample was heterogeneous: sexual abuse had been substantiated for 
four children; three were considered “at risk” of sexual abuse, and an additional three 
children were referred for exposure to chronic domestic violence and parental 
substance abuse. The latter were recipients of “severe discipline” and likely to have 
experienced emotional abuse and neglect. Of the seven children referred for concerns 
of sexual abuse, intrafamilial sexual abuse was reported for three, and extra-familial 
perpetration of sexual abuse for four.  27 
 
   
Demographic information, including the child’s age, ethnicity, and family 
composition, has been combined in a summary of contextual portfolios for each 
child and is described in the within-case contextual analysis (Part One) of this 
chapter. To protect confidentiality, demographic information that could identify a 
family is not reported.  
Staff participants included a service manager (four-year trained 
provisionally registered Psychologist in Western Australia
2), an employed 
Counsellor (a graduate from the psychology discipline trained through a non-
Australian university not formally recognised by Australian standards) and two third-
year Social Work students who co-facilitated groups with either the manager or the 
counsellor.   
 
PROCEDURES 
Program Development and Delivery 
The content of this PB program was similar to other prevention of abuse 
programs described in the literature. It aimed to address all experiences of abuse (i.e. 
physical, sexual and emotional) and was delivered using five main strategies: (i) 
Theme reinforcement: two themes thought to counteract both verbal and non-verbal 
messages from perpetrators of abuse; (ii) Network review: selection of a personal 
safety network of adults; (iii) One-step removed problem solving: all concepts were 
presented one-step removed from the child (e.g. “what could a child do if…?”); (iv) 
Persistence expectation: reinforcement of disclosing instances of abuse to more than 
one person; and (v) Protective interrupting: a process employed to avoid children’s 
disclosures in group and avoid their own or other’s sense of overexposure.  
                                                      
2 Provisional Registration with the Psychologists Registration Board of Western Australia means this manager had completed a 
four year undergraduate degree in Psychology and was undergoing 2 years of practice supervised by a registered Psychologist. 
This supervisor was not trained in a specialist degree of either Clinical or Counseling Psychology.    28  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
The program was delivered in a group format over five weekly sessions 
(1½ hours in duration). In the first group studied, all four children who participated 
in the program also participated in the evaluation study. In the second group, six 
children participated in the program and four of these children participated in the 
evaluation. In the final iteration of the program for the current study, six children 
participated in the program but only two of these children participated in the 
evaluation. One composite five week PB program was run during each school term. 
Participants in this study included facilitators and parents of children enrolled in 
these three program groups of four to seven year-olds.  
The PB program manual used in this service included instructions for the 
program’s learning objectives (see Appendix A). These content objectives were 
underpinned by a suggested range of activities and conversation topics. Some age-
related modifications were made to adjust the program for the youngest age group. 
For example, worksheet activities were replaced with behaviourally focused games 
for this group and less emphasis was placed on children’s identification of emotion 
states.  As younger children generally learn more effectively with concrete tasks, 
fewer expectations were placed on them to learn certain program components.  
Consistent with the service provider’s preference for flexible program 
delivery, the PB program was delivered at the facilitator’s discretion about the 
suitability (in terms of time and content) of each program component in relation to 
the capacity and need of participating children in each group. Consequently, the 
program was delivered in a non-standardised way, such that each group received 
variations in activities that stemmed from broader content objectives. For example, 
one group of the three studied here was engaged in a ‘smells’ game where they were 
to distinguish between ‘safe smells’ and ‘unsafe smells’, with repetitious activity in 
order to develop discrimination training between safe and unsafe. Another group was 29 
 
   
engaged in an anticipation game using a balloon that was popped, so as to help them 
identify physiological signs of feeling unsafe.  
I undertook extensive consultation with the participating organization’s 
management and research team to clarify program objectives and outcome measures. 
Pragmatic consideration was given to the length of time available for pre and post-
program assessment sessions and optimal scheduling of these appointments. A 
description of measures selected or developed, as well as the evaluation procedures 
that were implemented in this study, is discussed in the next section. 
 
Program Innovation 
All parents were provided with handouts outlining the program’s content. 
Parents of children attending the first two program iterations expressed a need for 
greater detail about program concepts and enquired after the availability of parent 
‘Protective Behaviours’ groups. A high degree of attrition from sessions was also 
observed among participating families. Given the acute needs of these families, and 
the potential impact that parental inclusion in sessions may have on: (i) attendance 
rates; (ii) behavioural repetition of skills carried to home environments; and (iii) 
children’s adjustment to abuse experiences (Cohen & Mannarino, 1996b; Deblinger, 
Steer & Lippmann., 1999; Rutter, 2002), I developed an adjunctive pilot ‘Protective 
Parenting’ program, run in parallel with the PB program, which was offered to 
families attending the final group iteration in this study. This parent program began 
with an information sharing session about the impact of their child’s experience of 
abuse on their child and family, followed by a session providing psycho-educational 
material, which highlighted opportunities for learning and reinforcement of 
protective behaviours’ skills in each child’s daily life. Sessions were organized 
around the same concepts as in the PB program for children and also ran over five  30  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
weekly 1 ½ hour sessions.   
 
Development of an Evaluation Framework 
Decisions made about the evaluation methodology emerged from 
preliminary planning conversations with the management of the participating 
organisation and from the literature review undertaken. The purpose of the 
evaluation framework was to develop a three-dimensional appreciation of each 
child’s journey through the program that was informed by multiple people from 
multiple perspectives, and via multiple opportunities to reflect, observe and 
comment. First, general accountability and ethics, required in service provision, led 
to methodological decisions that reflected responsiveness to the sensitivities, needs 
and heterogeneity of the participating client group. Ethical concern provided the 
impetus for: (i) capturing contextual information about a child’s ecological 
environment and their global functioning, which was seen by the program’s staff to 
potentially impede or accelerate their progress through the program; and (ii) 
monitoring progress and potential harm iteratively. Second, the broad universal 
objectives of the PB program, as well as the nature of the sub-clinical presentation of 
the participant group, meant that it was less relevant to tie outcome measurement to 
symptom reduction. Instead, to accurately evaluate the program’s ability to achieve 
its stated aims, it was deemed important to maintain focus on functionally relevant 
information, such as capturing a child’s movement toward intervention goals 
through: assessments of their knowledge of targeted learning concepts; their ability 
to apply targeted skills; and the impact of the program on their core beliefs about 
touch, as a potential mediator of future behaviour. Third, including information 
obtained from multiple perspectives: parents, children and program facilitators, were 
seen to increase the reliability and validity of measuring children’s entry into and  31 
 
   
progress through the program, especially for small participant numbers.  
Triangulation of information obtained from parents, children, facilitators 
and the researcher-practitioner was also seen to widen the scope of the evaluation. 
The decision to accrue information from these multiple sources helped to address the 
importance of a child’s primary relationships in their progress through intervention 
and, more broadly, adjustment to experiences of interpersonal violence. This 
approach allowed the evaluation framework to capture information about the 
effectiveness of program iterations, as well as the program’s impact, on the broader 
context of a child’s life. Case portfolios for each child were developed to draw depth 
and breadth from each family’s data by tuning into contextually and clinically rich 
information. An across-portfolio analysis, discussed in the next section of this 
chapter, allowed for modest inferences to be generated about trends, commonality 
and divergence in the data collected. The choice to triangulate data from multiple 
informants also led to further choices about using a mixed methods approach that 
would allow the compilation of information from children, that was reflective of 
differences in their developmental capacity and could contribute to an evaluation of 
their own progress. That is, data was collected that quantified learning and provided 
qualifiers of observations within this evaluation framework.  
Due to its iterative and participatory design, a PAR approach was 
employed so that issues of harm, program redundancies and successes, which were 
continually monitored by program facilitators and the researcher-practitioner, could 
be addressed immediately rather than relying on a post hoc description of limitations 
and recommendations. Furthermore, given the decision to collect information across 
functionally relevant, concrete outcomes and to evaluate the delivery of the program 
across multiple sources and types of information, a mixed method summative and 
formative evaluation design was developed. The research design for the evaluation 32  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
of this PB program is represented in Figure 2.1. A description of the measures 
employed is offered next, followed by a description of the evaluation processes 
involved for parent, child and program facilitators as the participants in this study. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.1. Evaluation Taxonomy for the Protective Behaviours Program 
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Figure 2.1 provides a summary of the design to guide the reader through the first 
study. The epistemological and theoretical decision making leading to each element 
of this evaluation framework will be discussed more fully in Chapter Three next. 
 
Evaluation Measures 
In contrast to the existing 3-point facilitator ratings, a range of program 
specific questionnaires were developed to address evaluation questions. In most 
cases, existing inventories, from a range of psycho-education programs for children, 
were modified to accommodate age and culturally appropriate idioms and language.  
The battery of measures used in this study facilitated triangulated assessment of 
contextual variables for each participating family, as well as formative and 
summative outcomes relating to attainment and application of learning goals. Each 
evaluation measure is itemised for description next. The assessment timeline, 
discussed later, is incorporated into the overview of the assessment battery displayed 
in Table 2.1.  
 
Contextual Measures 
Observational and conversational data were collected, including 
information relating to routine procedures for contacting families throughout their 
involvement with the service, scheduling appointments, responding to non-
attendance, regularity of supervision for facilitators, inclusion and exclusion criteria 
for program entry, closed versus open group policy, delivery methods for each 
program component and the extent of information provided for parents prior to 
participation in the program.  In addition, parents completed a Parent Observation 
Questionnaire developed for this study to capture information about each child’s  34  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
Table 2.1 
Overview of Measures Facilitating Triangulated Assessment of Contextual 
Variables, Summative and Formative Outcomes 
Measures  Pre-test  T1 T2 T3 T4  Post-test 
Contextual  Evaluation          
Child-Parent  Questionnaire  x        
Response Behaviour Questionnaire  x           
Children’s Knowledge and Body Awareness Questionnaire  x           
Resilience  Questionnaire  x        
Information  Questionnaire  x        
Formative Evaluation          
Facilitator Feedback Questionnaire – Section 2    x  x  x  x   
Peer  Debriefing  x  x x x x  x 
Clinical  Supervision  x  x x x x  x 
Parent  Feedback  Questionnaire         x 
Summative Evaluation          
Children’s Knowledge Questionnaire  x  x  x  x  x  x 
Children’s Knowledge of Abuse Questionnaire-III  x          x 
Protective Behaviours Observation Questionnaire  x          x 
What  If  Questionnaire  x       x 
Facilitator Feedback Questionnaire – Section 1    x  x  x  x   
Note: T1- T4 represent the four session related subtests.  
 
application of protective behaviours. This was used in the summative analysis in this 
study. A range of behavioural difficulties commonly associated with young children 
in distress were sampled (see Appendix B). For example, the presence of nightmares, 
bed wetting, fear of strangers and separation anxiety. To provide some conservative 
appreciation of baseline functioning for each child, parents were asked to provide 
information about the presence of these difficulties and how they had changed or 
remained the same over the month prior to the assessment. They were then asked to 
rate the extent to which these difficulties had changed over the intervening period of 
the PB program. While changes in behavioural difficulties (which weren’t targeted 
by the program) were not considered as a program outcome per se, information about 
children’s functioning was considered as part of the contextual analysis in this 35 
 
   
program evaluation. For instance a contextual evaluation of children’s everyday 
functioning may (or may not) be reflected in how well they are able to engage in 
program activities.  
Parents who participated in the pilot parenting program also completed a 
Parent Feedback Questionnaire. This questionnaire was developed to assess the 
relevance and helpfulness of each component of the parenting program (see 
Appendix C). Other developmental and ecological variables were assessed to explore 
their influence on a child’s ability to engage and learn through their participation in 
the PB program, as follows:  
1.  The Modified Child-Parent Questionnaire (CPQ) and  Reaction 
Behaviour Questionnaire (RBQ) (Jinich & Litrownik,1999) were used to assess the 
quality of parent-child communication in relation to upsetting events (see 
Appendices D and E). These measures were selected, because they offered the 
opportunity to gain both the child’s and their parent’s perspective about the 
communication that had shared about the child’s experience of abuse or 
interpersonal violence. In its original form, the CPQ is a 20-item questionnaire that 
asks children to indicate how often (a lot, sometimes, never) their parent(s) engaged 
in specific supportive (15 items) or non-supportive (5 items) behaviours after the 
discovery of their sexual abuse. Given the heterogeneous nature of the participant 
group, the service provider requested that these two questionnaires be modified by 
removing sexual abuse as the stated context of questions and replacing it with 
‘upsetting event’. Parents were asked to nominate an upsetting event in their version 
of the questionnaire, while children were not. The internal consistency for supportive 
items on the CPQ is high at .87 and much lower for non-supportive items at .18 
(Jinich & Litrownik, 1999).  
The RBQ is a 30-item, parent self-report questionnaire that asks parents 36  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
 to indicate, on a five-point Likert rating scale, how they behaved and felt toward 
their child after and in response to the discovery of sexual abuse. The inventory 
includes 20 supportive and 10 non-supportive statements. The internal consistency 
for supportive items was again higher than for non-supportive items (at Cronbach’s 
alpha = .71 compared with .55, cited from Jinich & Litrownik, 1999).   
Responses on these inventories were explored for congruence between 
parent and child, to facilitate an understanding of how each child and parent pair 
understood events and conversations with the other. Congruence in this primary 
relationship is generally considered an important factor in mediating 
psychopathological outcomes for children, and, specifically, in instances of abuse 
(see Deblinger et al., 1999; Rutter, 2002) and, therefore, provides important 
contextual information in this evaluation.  
2.  Friedrich’s (1997) Child Sexual Behaviour Inventory (CSBI) was 
used to guide the development of a modified inventory, the Children’s (pre-sexual) 
Knowledge and Body Awareness Questionnaire (CKBAQ). Given the sub-
clinical context of the participant group, the CKABQ was developed with the 
expressed purpose of including items about age-typical sexual behaviour in addition 
to extreme behaviours thought to stem from sexual abuse (listed in measures such as 
the CSBI). The CKBAQ is a 49-item parent-report questionnaire that asks parents to 
rate how often, using a 5-point Likert scale (not at all, occasionally, sometimes, 
frequently, always), they have observed their child engaging in behaviours indicating 
both age-typical pre-sexual development and body awareness, as well as behaviours 
considered inconsistent with typical development. The CKBAQ was developed for 
use in place of Friedrich’s (1997) Child Sexual Behaviour Inventory, to consider 
both age-typical and atypical behaviours (see Appendix F).  37 
 
   
3.  A Resilience Questionnaire (RQ) was developed for this study as a 
pilot measure, comprising Grotberg’s (1997) seven principles which are 
hypothesized to underpin resilience: (i) external support; (ii) internal resources; (iii) 
interpersonal/social skills; (iv) preparation; (v) negotiation; (vi) sense of humour; 
and (vii) reasonable risk taking (see Appendix G). The RQ and its further 
development are discussed in Part Three of this thesis (Chapter Ten). Twenty-two 
statements placed on small cards, were read aloud individually to children. Children 
were asked to rate the extent to which each statement applied to them using a four 
option ‘posting box’ response choice, by placing the cards in corresponding boxes 
(i.e. “No this is not true”, “Maybe this is true”, “Sometimes this is true” and “Yes 
this is true”). Children’s response choices were recorded separately by the 
researcher-practitioner. A detailed report on the development of this questionnaire is 
offered in Chapter Ten of this thesis. In the interest of fluency, further discussion 
about the purpose, development and thematic properties of this instrument will be 
undertaken in Chapter Ten. The RQ used in this PB evaluation was the first pilot 
version of this measure. It was further refined at a later stage in this research process.   
4.  A short form of age appropriate questions from the California 
Healthy Kids Survey (Constantine & Benard, 2001) was used to assess general risk 
factors associated with children’s everyday life, to further inform a contextual 
appreciation of each child’s ecological environment from the child’s self-report (see 
Appendix H).  
 
Formative Measures 
Both group facilitators and the researcher-practitioner used a Facilitator 
Feedback Questionnaire (FFQ) to record sessional observations about procedures 
for administering each session of the PB program (see Appendix I). The FFQ was 38  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
developed for this study and aimed to assess three broad areas of the program’s 
process including: (i) facilitator’s delivery of program content; (ii) group alignment 
observed in behaviour between children and with facilitators; and (iii) observations 
of the emotional impact of the program on children. Facilitator’s estimates of 
children’s learning were included as a counter point to summative measures of 
children’s learning. The FFQ required program facilitators to provide their 
impressions of each session’s progress, either qualitatively or via Likert rating 
scales, across the following dimensions: 
1.  Direction and Orientation: 
i)  How much session content was covered;  
ii)  How closely the session plan outlined in the manual was 
followed;  
iii) Estimates of each child’s learning of target concepts; 
2.  Motivation and Unity 
i)  The degree of interest each child appeared to show in activities; 
ii)  Group cohesiveness; 
3.  Atmosphere 
i)  To what extent was the group atmosphere: 
a.  formal - informal 
b.  inhibited - open 
c.  competitive - cooperative 
d.  hostile - friendly 
4.  Facilitation Dynamics 
i)  How well facilitators followed their designated roles; 
ii)  Who lead the group most often; 
iii) The extent to which the facilitation dynamic was helpful.  
5.  Program Delivery  
i)  The extent to which the program was interactive; 
ii)  The extent to which the program was instructive; 
6.  Personal Evaluation 
i)  The degree of facilitation satisfaction;  39 
 
   
ii)  The extent to which facilitation improvements, identified in 
previous sessions, had been currently addressed;  
7.  Emotional Climate 
i)  The degree to which the group members had responded 
emotionally to the session;  
ii)  The degree to which each child had emotionally responded to the 
session;  
iii) The degree to which facilitators had responded emotionally to the 
session;  
iv) Identified need for supervision following the session.  
8.  Group Process 
i)  To what extent the overall group process was: 
a.  difficult - easy 
b.  not valuable - valuable 
c.  weak - powerful 
d.  uncomfortable - comfortable 
 
Summative Measures 
Knowledge of Protective Behaviours. To determine children’s level of 
integration of knowledge for target learning objectives in the PB program, a program 
specific Children’s Knowledge Questionnaire (CKQ) was developed to tease apart 
the extent and nature of children’s learning as they progressed through the program. 
The CKQ exploited principles of Bloom’s taxonomy of education objectives for 
cognitive learning (Bloom, 1956; Marzona & Guskey, 2001) across three levels of 
knowledge integration (see Appendix J). Level 1 assessed prompted recognition of 
target knowledge, the ability to accurately differentiate between multiple choices of 
appropriate and inappropriate responses. Level 2 assessed independent identification 
of target knowledge, the ability to independently offer a response to an open-ended 
question. Level 3 assessed the application of target knowledge. To ensure non-
contamination of responses, Level 2, which demonstrates partial learning integration 40  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
was assessed first via open-ended questions, then, if unsuccessful, Level 1, prompted 
recognition of target knowledge was assessed. Finally, full learning integration was 
assessed via Level 3 applied questions. There is a potential confound in the 
application of knowledge being primed by the preceding prompted questioning, but 
this ordering prevented ‘failure’ experiences for most children.  
Learning objectives targeted by the CKQ for evaluation included:  
1.  Knowledge of the PB program rationale (understanding the context 
of the program) 
2.  Identification of emotions 
3.  Knowledge of appropriate touch 
4.  Identification of private parts 
5.  Identification of body parts 
6.  Assessment of safe and unsafe 
7.  Knowledge of safety themes (beliefs)  
8.  Knowledge of adult’s responsibility for protection of children 
9.  Knowledge of appropriate response to feeling unsafe 
10.  Knowledge of bodily early warning signs 
11.  Knowledge of how to assess safety 
12.  Differentiation between scared and safe with scared and unsafe 
13.  Assessment of appropriate networks outside of family 
14.  Knowledge of disclosure as response to feeling unsafe 
15.  Knowledge of different ways to disclose feeling unsafe 
16.  Identification of a personalised safety network  
17.  Knowledge of the qualities of a network person 
 
In the first pilot version of the CKQ, all skills were assessed at a 
prompted level of knowledge integration, using multiple-choice response options, 
and included only two items measured at a level of independent identification 
(identification of private parts and body parts). In the subsequent iteration of the 
CKQ, all targeted concepts were measured at prompted and independent levels of 
knowledge integration. Six program concepts were assessed by asking the child to 41 
 
   
either apply the skill to themselves or to demonstrate carrying out the skill. These 
concepts included: (i) identifying that adults have responsibility to protect children 
by listening to them, believing them and protecting them from harm; (ii) appropriate 
responses to unsafe situations (e.g. say stop, get away and tell a trusted adult); (iii) 
ways of assessing safety; (iv) appropriate safety networks comprised of trusted 
adults; (v) disclosure as the principal response to feeling unsafe; and (vi) 
demonstrating different ways to disclose feeling unsafe. 
 
Core Beliefs about Appropriate and Inappropriate Touch. A modified 
version of Tutty’s (1996) Children’s Knowledge of Abuse Questionnaire III 
(CKAQ-III) was used to assess children’s knowledge of appropriate and 
inappropriate touch (see Appendix K). The CKAQ-III is a standardised inventory 
with a reported internal consistency of .87 (alpha), inter-to-corrected total 
consistency of above .30 and a one month test-retest reliability of .88 (Tutty, 2000). 
Items on the CKAQ-III were modified to question form instead of personalized 
statements (e.g. “It’s a child’s fault if someone touches a child in a way they don’t 
like” was modified to “Is it a child’s fault if someone touched them in a way they 
don’t like?”). Other modifications included changes to match the Australian context 
in which the study was undertaken (e.g. “shopping mall” was modified to “shopping 
centre”). These modifications were undertaken in consultation with the author of this 
measure (Leslie Tutty, personal communication, 2004). 
 
Application of Protective Behaviours. Parental observation of children’s use of 
protective behaviours was assessed using the Protective Observation 
Questionnaire, described earlier under Contextual Measures. This questionnaire, in 
addition to emotional and behavioural functioning, asked parents to rate the extent to 42  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
which their child demonstrated key skills targeted in the PB program. Children’s 
application of protective behaviours was also assessed, pre and post-program, using 
a parallel version of a What If Questionnaire (WIQ). The WIQ is a brief interview 
with children involving video vignettes of “risk” situations, followed by questions 
around core program themes (see Appendix L). It was developed as a modification 
of the What If Situation Test, developed by Sano and Wurtele (1997). The ‘What If 
Situation Test’ depicts three variations of appropriate requests to examine a child’s 
genitals and three inappropriate touch requests. One month test-retest reliability is 
.85 and inter-rater reliability for scoring between two blind raters is .87 (Sano & 
Wurtele, 1997). The ‘What If Situation Test’ has been used in other prevention 
program outcome research (Wurtele, Hughes & Owen, 1998) and in an evaluation of 
a cognitive behavioural treatment program for sexually abused children (Deblinger, 
Stauffer & Steer, 2001).  
Mindful of the vulnerabilities inherent in this heterogeneous participant 
group, where it was considered inappropriate to show sexual abuse specific videos, 
the ‘What If Situation Test’ was modified for the current study. This modification 
included pre-post parallel vignettes for two scenarios of “risk”, one involved being 
approached by a stranger to get into a car and the other involved bullying. In the first 
‘pilot’ use of this WIQ, children responded to follow-up questions with multiple-
choice response options. In its second and subsequent iteration, children were asked, 
using open-ended questions, to identify: (i) early warning signs; (ii) protective 
behaviours or responses to the situation; and (iii) disclosure of the event to the 
trusted adult, consistent with Sano and Wurtele’s (1997) scoring procedures. 
Children’s responses to each question were scored 0, 1 or 2 points. Video vignettes 
were sourced from “Feeling Safe Staying Safe” video series produced by the 
Government of South Australia.  43 
 
   
Evaluation Procedures 
Each child and their participating parent met three times with the 
researcher-practitioner to complete assessment inventories prior to commencing the 
program. This was then followed by weekly session related sub-tests of knowledge 
retention from previous sessions, conducted at the beginning of each session. Post-
program evaluation was undertaken one to two weeks following completion of the 
program. Nine measures were used to assess key program outcomes. All inventories 
were administered in individual interviews, to accommodate children’s level of 
comprehension. The comprehensive repeated measures design and triangulated data 
points are captured in Table 2.1.  
 
Evaluation Procedures: Child 
 Upon entry into the program, each family completed a battery of 
questionnaires. For child participants this included contextual assessments enquiring 
after the nature of their communication around upsetting events with their parent, 
using the Child-Parent Questionnaire (Jinich & Litrownik 1999). Sense of resilience 
was assessed using the Resilience Questionnaire and information about their home 
and school environments were assessed with a short-form of the California Healthy 
Kids Survey (Constantine & Benard, 2001). In addition, children were assessed for 
their existing knowledge of protective behaviours concepts targeted by the program, 
using a program specific Children’s Knowledge Questionnaire, as well as their 
broader belief sets about the appropriateness of touch, using a modified version of 
Tutty’s Children’s Knowledge of Abuse Questionnaire – III (Tutty, 1996). To assess 
each child’s current capacity to apply protective behaviours to a range of threat 
situations depicted in video vignettes, the What If Questionnaire was also 
administered upon entry into the PB program. The child components of this 44  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
assessment battery typically took between 30 minutes to one hour to complete and 
were administered individually with each child.  
Following pre-program evaluation assessments, session specific subtests 
of the Children’s Knowledge Questionnaire were administered, individually with 
each child, at the beginning of every group session. The sub-tests of this 
questionnaire incorporated a ‘stagger’ design, such that each session’s content was 
assessed consecutively over three weeks, allowing the evaluation to track the 
progress of learning. One to two weeks following the completion of the PB program, 
participating families attended a post-program evaluation session with the 
researcher-practitioner. In this instance, children were re-assessed using the 
composite version of the Children’s Knowledge Questionnaire, Children’s 
Knowledge of Abuse Questionnaire – III and What If Questionnaire.  Contextual 
information was not collected again at post-program evaluation.  
 
Evaluation Procedures: Parent 
Parents were assessed prior to their child’s commencement of the PB 
program and following completion of the program. Parents who participated in the 
Protective Parenting program also completed questionnaires about the relevance of 
information presented to them at the start of sessions (in relation to the previous 
session). Upon entering the program, as part of the contextual assessment battery, 
parents completed the Reaction-Behaviour Questionnaire and Parent Observation 
Questionnaire. Only the Parent Observation Questionnaire was repeated at post-
program evaluation.  In addition, parents whose children were referred for concerns 
about sexual abuse were also asked to complete the Children’s (pre-sexual) 
Knowledge and Body Awareness Questionnaire.  
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Evaluation Procedures: Group Facilitator 
 The principle components of the group or program facilitator’s 
contribution to the evaluation process were the observations discussed during peer 
debriefing and the Facilitator Feedback Questionnaire. This questionnaire was 
completed by program facilitators following each session in the program.   
Observations derived from clinical supervision with the researcher-practitioner also 
contributed to a formative evaluation.   
 
RESULTS AND DISCUSSION 
The interpretation of data collected in this evaluation, hinged upon 
considered triangulation. ‘Triangulation’ originates from surveying techniques which 
divide a region into a series of triangular elements, using the known points of two 
angles to determine an unknown third. Denzin (1978) applied this to describing the 
combination of data sources, theories and methods to address the same research 
question. Patton (2002) suggested that planned triangulation of methods and data 
sources in richly multivariate social systems are more enlightening than using a 
singular and unavoidably flawed methodology. To improve the quality of inferences 
or validity of conclusions drawn from a study, Patton recommends using 
triangulation with an eye for convergence, relatedness and divergence. 
  First, points of convergence between data type and source are an 
accepted method for demonstrating internal validity in mixed method designs 
(Tashakkori & Teddlie, 2003). As well, data convergence (i.e. the dynamic 
exchanges that occur in multiple methods of data collection) recognizes that 
developmental and systemic factors may disrupt the typical convergent data-internal 
validity relationship. Berkowitz (1997) and Sharp and Fretchling (1997) recommend 
that rather than making decisions about which data source or type is most accurate, 46  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
the task for data analysis involves a more delicate process of weighing the evidence. 
To this end, all data were first thematically analysed with a vigilant eye for emerging 
themes, as well as convergent and divergent data patterns (refer to Miles & 
Huberman, 1994; Patton, 2002). The resulting inferences and supporting evidence 
were then presented to two managers from the service provider to obtain their 
perspective. These service managers drew converging and divergent inferences. For 
divergent inferences, data were re-examined for any evidence of alternative 
inference. A composite analysis of these data was then presented to the researcher-
practitioner’s two primary supervisors for further iteration of data analysis and 
inference.  
The independent roles of the two research supervisors, Dr Corinne Reid 
and Dr Marjorie Collins, (both are also practicing Clinical Psychologists) involved in 
this program evaluation fulfilled the process of legitimizing data analysis, as 
suggested by mixed method research frameworks (Onwuegbuzie & Teddlie, 2003). 
One supervisor, Reid, offered ongoing, iterative appraisal of evaluation outcomes 
from the perspective of a second participant-observer, as she was involved in 
overseeing the clinical implementation of the research project. The primary role of 
Reid was to: (i) oversee the researcher-practitioner’s relationship with the 
participating organisation’s staff in order to facilitate an environment ripe for the 
evaluative process; (ii) provide clinical supervision of the researcher-practitioner’s 
role as a program facilitator; (iii) make ongoing suggestions for measurement 
modifications in terms of their technical properties and consideration of how each 
family was engaged in the evaluative process more broadly; and (iii) appraise the 
validity of results obtained and the plausibility of inferences drawn from the data 
collected during the final analysis process of this evaluation. The main undertaking 
of the other supervisor, Collins, who was not involved in the operational procedures 47 
 
   
of the PB program, was to appraise the defensibility of arguments/inferences 
generated from analysis of data against alternative explanation. Outcomes of this 
triangulated process helped to legitimize the conclusions drawn, given the 
constraints of a small sample size. The resulting conclusions are presented next for 
consideration. Findings from this program evaluation helped to shape ways of 
thinking about developing and evaluating future programs with similar niche groups 
of families.  
Using the current research design, incomplete datasets provide potentially 
valuable information about what did and did not work with this client group (Patton, 
2002). While data from all participants contributed to the formative evaluation 
reported in this study, incomplete data sets with more than 50% of the data missing 
were not considered in the summative evaluation, because findings were not thought 
to be meaningful or representative of children’s true abilities. Thus, eight children 
were considered in summative aspects of the evaluation.  
The idiographic and nomothetic nature of this study’s data collection and 
analysis is most meaningfully represented via a within-case contextual analysis for 
each child, followed by a cross-case/group analysis of formative and summative 
outcomes. The contextual analyses were interpreted as a dialectic matrix obtained 
from the child’s perspective, as well as the perspective of their parents, group 
facilitators and, in some cases, foster carers and case workers.  The summative 
analysis was more heavily weighted according to the child’s ability to demonstrate 
learned protective skills and understanding of appropriate and inappropriate touch 
through knowledge assessments, behavioural application of skills and parental 
observations.  
Results obtained from this evaluation are most meaningfully presented as 
follows. Comprehensive case portfolios were produced for each child and 48  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
summarised in Section One as a contextual analysis of children’s appraisals of the 
ecological environments (i.e. California Healthy Kids Survey- Short Form; resilience 
(i.e. RQ); and child-parent interaction (i.e. CPQ and RBQ). Children’s responses on 
these measures were then triangulated with their parent’s observations of their 
child’s pre-sexual development (i.e. CKBAQ) and daily functioning (i.e. Parent 
Observation Questionnaire). In Section Two, formative data and findings are 
discussed, including a description of service procedures and program delivery, which 
provided a clear context for interpreting the summative findings provided in Section 
Three. An overall picture of success of the program is provided in Section Three, by 
consideration of across-case data obtained from the CKQ, CKAQ-III, What If 
Questionnaire (WIQ), facilitator knowledge estimates (from FFQ) and behavioural 
components of the Parent Observation Questionnaire. These findings give an overall 
appraisal of how the PB program addressed general risk factors for abuse; and 
whether it achieved success in imparting key objectives of the PB program. All three 
parts of this evaluation are then integrated for a combined discussion of the 
effectiveness of the PB program in meeting the needs of participating families and 
implications for future practice with them.  
 
Section One: Within-Case Contextual Appraisal 
To provide a rich contextual backdrop for the formative and summative 
findings to follow, participant portfolios were used to appraise information gleaned 
from questionnaires, observations and conversations with children and their parents. 
These portfolios influenced how results were interpreted, by locating the child at the 
centre of this research thinking, as this allowed the complexity of each case to be 
extracted and understood before drawing conclusions about the effectiveness of the 
PB program to meet families’ needs. All names in the following discussion are 49 
 
   
fictitious and have been used to enhance the clarity of this presentation.  
Participant Groups. The first program group consisted of four children: 
Ella, Jack, Chloe and Ava, followed in the second group by Billy, Mia, Sam and 
Ben, as well as two additional children who did not participate in this evaluation 
study. In the third group, Ryan and Zoe participated along with three children who 
also did not participate in this study. However, a mother of one of these non-
participating children took part in the pilot Protective Parenting program, along with 
Zoe’s mother.  
One family requires some additional comments. Mia, Sam and Ryan 
were siblings from a blended and reconstituted family which included a total of six 
children under the full time care of participating parents. Mia was the biological 
child of her participating mother and the step-child to her participating step-father. 
Sam and Ryan were the biological children of their participating father and step-
children to their participating step-mother. Henceforth, this mother and father will 
be referred to as Mia, Sam and Ryan’s parents. At the time Mia and Sam 
participated, all three siblings were residing with their parents, who were the 
perpetrators of chronic domestic violence. According to the Department for Child 
Protection, these parents were suspected of physically abusing their children and 
there was also serious concern about the presence of the sexual abuse of children 
within this family. Mia and Sam’s participation in the program was in the context of 
their parent’s ongoing conflict with this statutory authority, escalating domestic 
violence disputes between the parents, as well as their misuse of illicit substances. 
By the time Ryan participated in the program (some three months later), all three 
children and their other siblings had been removed from their parent’s care and 
placed into two different foster care environments.  50  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
Case Portfolios 
Participant 1 (Ella) was referred to the program after a substantiated 
experience of sexual abuse. She presented as a sociable seven year-old girl who 
appeared to enjoy participating in the three (of five) sessions she attended, engaged 
well during evaluation assessment and appeared to understand what was being asked 
of her (demonstrating item discrimination). Ella lived with her mother, who 
presented as emotionally labile in conversations about her child.  Ella’s mother 
reported that she had discussed personal safety and reasons for their involvement in 
the PB program with Ella. 
 While Ella reported that she felt safe and protected at home and school, 
a view supported by the service’s intake assessment, results from the RQ suggested 
some disruption to her perceived access to external support, internal resources, 
interpersonal/social skills, sense of reasonable risk-taking, and sense of humour. 
Responses on the RBQ and CPQ indicated agreement between Ella and her mother, 
that she had told Ella she believed what she had told her, had offered her a lot of 
hugs and kisses, loved and comforted her, was available to listen to her, was proud of 
her, had told Ella she was not to blame for what had happened, and had organised for 
her to do fun things. While Ella’s mother indicated she had told Ella that she was 
brave to tell about what happened, Ella reported that her mother had not told her 
these things.  
As reported by her mother, changes in Ella’s behaviour, in the month 
before the PB program indicated that while Ella showed improvement in eating and 
sleeping more often and showed more willingness to attend school; she was also 
experiencing more nightmares, showed greater fear of strangers and was less 
compliant with her mother’s instructions. Ella’s mother reported that Ella had begun 
to engage in antisocial behaviours since discovering she had been sexually abused. 51 
 
   
For example, “she throws furniture, she ran way while shopping, she stole [make-up] 
from the chemist...the security guard caught her”.  
 
Participant 2 (Jack) was referred to the program after he was found 
engaging in concerning sexual play with an older cousin. Jack presented as a shy 
four year-old boy and experienced difficulty separating from his mother at the 
beginning of all five sessions he attended of the PB program. He often appeared 
uncomfortable during activities about the body. This was observed during body 
statues, silhouette and poster activities, during which he opted to watch other 
children. Despite this, Jack engaged well in the assessment and appeared to 
understand what was asked of him. Jack lived with his mother and maternal 
grandparents and had overnight weekend access visits with his father, which 
concerned his mother. Jack appeared to share a loving and affectionate relationship 
with his mother, who was observed to be appropriately responsive to his difficulty 
separating from her. In addition, she expressed a sense of social isolation as a young 
single mother and that there was a lack of professional services to support her 
understanding of her son’s experience of sexualised play. Consequently, she had not 
discussed their participation in the PB program with Jack.  
While Jack reported that he felt safe and protected at home and school, 
he also reported that his teachers did not care about him. Consistently, Jack’s 
responses to the RQ indicated that he experienced some disruption to his perceived 
access to external support, internal resources, interpersonal/social skills, preparation, 
negotiation, and reasonable risk taking. These responses were mirrored in his 
mother’s lack of confidence in her competence as a mother, as indicated both in 
conversations with her and in her responses across questionnaires. For example, her 
tendency to underreport the frequency of positive parenting behaviours, which Jack 52  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
reported as occurring more frequently, emerged as a consistent pattern across items 
on the RBQ and CPQ. Nonetheless, Jack reported experiencing his mother as 
supportive, which appeared to be a positive aspect to their relationship. Additionally, 
both mother and son agreed that she had offered him a lot of hugs and kisses, 
comforted him, told him he would be okay and that his emotions were normal. 
However, Jack reported that his mother had not told him he was brave to tell what 
happened and had made him feel in trouble for what had happened, despite Jack’s 
mother’s report that this was not the case. 
Changes in Jack’s behaviour in the month before the PB program, as 
reported by his mother, indicated that while Jack was eating more often, was more 
compliant and physically affectionate with her, he was also less willing to attend 
school and was sleeping less often. He was also experiencing fewer nightmares but a 
greater fear of strangers.  Jack’s mother also expressed concern that her son was 
“holding back feelings..always looks sad when in general being spoken to, [wants] to 
sleep in the floor instead of bed...and refuses to sleep until all house members are 
home”.  
 
Participant 3 (Chloe) was  referred to the program for alleged intra-
familial sexual abuse. She presented as an outgoing and uninhibited four year-old 
girl from a culturally and linguistically diverse background (CALD). Chloe’s 
mother, who had conversational English, expressed concerns for her daughter’s 
safety and wellbeing which had encouraged her enrolment of Chloe in the program. 
Chloe was observed to have a developmental delay, in addition to language 
difficulties, and struggled to engage in evaluation assessment and to participate in 
program sessions. Delays in development were manifested in her limited expressive 
and receptive language, academic skills, such as pencil skills, and lack of reciprocal 53 
 
   
interaction with her mother, siblings, group facilitators and other children (e.g. 
limited conversation and turn-taking in play). The RQ and CPQ were not 
administered with Chloe and her responses to an information questionnaire were not 
considered valid or reliable; thus, her mother’s responses are reported here. Chloe 
attended three (of five) sessions, including sessions 1, 3 and 4, after which her 
mother was informed by the service manager that Chloe was not benefiting from the 
program on account of her language difficulties. Consequently, she did not attend the 
final session. 
Chloe lived with her mother and younger sibling. Chloe’s mother 
indicated she had not discussed any aspect of their participation in the program with 
her. Using the CKBAQ, Chloe’s mother indicated that Chloe was accident prone; 
“frequently” destroyed toys and property; “sometimes” showed difficulty 
concentrating and was withdrawn; she exposed her genitalia to adults; ran away from 
home; and complained of psychosomatic symptoms. Chloe’s mother also indicated 
that Chloe was sometimes compliant with her instructions and would “sometimes” 
seek affection from her when upset. An analysis of congruence and divergent 
reporting between parent and child was not possible.  
Changes in Chloe’s behaviour in the month before the PB program, as 
reported by her mother, indicated that while Chloe was experiencing less bedwetting, 
nightmares, fear of strangers and fear of leaving the house, she was also less 
compliant with instructions and less willing to communicate her feelings with her 
mother. Chloe’s mother said “she’s not following instructions, she needs more my 
attention, she’s frustrated when I don’t buy her [what she] wants. When she’s tired 
from school, she’s cranky, I just leave her, let her cry because I know she’s tired”.  
 
Participant 4 (Ava) was referred to the program for alleged intra- 54  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
familial sexual abuse. She presented as a happy four year-old girl, also 
from a CALD background. Ava engaged well during the four sessions she attended, 
although at times limitations in her expressive language were seen to be a source of 
frustration for her, and she was easily distracted. Despite this, she engaged well in 
the assessment and appeared to understand what was being asked of her. Ava lived 
with her mother and younger sibling and appeared to share a connected attachment 
to her mother. Her mother was seen to experience ambiguity in her emotional 
responses to her child’s sexual abuse, sometimes appearing connected with her and, 
at other times, disconnected. Ava’s mother had discussed personal safety and their 
participating in the PB program with Ava.  
Ava reported that she felt safe and protected at home and school. Ava’s 
RQ results indicated some compromise to her perceived access to external support, 
internal resources, interpersonal/social skills, preparation, sense of reasonable risk 
taking and sense of humour. Responses on the RBQ and CPQ indicated that there 
was agreement between mother and daughter that Ava’s mother had helped Ava to 
feel safe, had comforted her, was proud of her, told her that her feelings and 
behaviours were normal, that she would be okay and that she was not to blame for 
what had happened. The only divergence in their reports was seen in their respective 
frequency ratings.  
Changes in Ava’s behaviour in the month before the PB program, as 
reported by her mother, indicated that Ava was eating and sleeping more often, was 
more communicative about her feelings, more compliant with instructions and 
displayed increased desire to share affection with her mother. Despite this, Ava’s 
mother reported that Ava had also been experiencing more nightmares, greater fear 
of strangers and leaving the house. Results from the CKBAQ further identified that 
Ava did not show curiosity about her own or other’s bodies, and she occasionally 55 
 
   
displayed advanced sexual knowledge and engage in concerning sexual activities. 
She sometimes destroyed toys and property, defecated in her clothing, hurt animals, 
complained of psychosomatic symptoms and displayed fear, shame and guilt in 
relation to the private parts of her body. In addition, Ava’s mother reported that Ava 
“always” showed poor social boundaries, and “she had problems wetting herself very 
often, she gets very upset sometimes without any reason and she says ‘I want my 
daddy, I miss my daddy and cries’...I have observed that she likes to tie others’ 
hands and feet and mouth this was very strong before, now it is only in her plays and 
she hides it from me. She knows it is not a good thing to do. Once I found her 
playing with her friend and putting rabbit food in the friend’s panty”.  
 
Participant 5 (Billy) was referred to the PB program after being found 
engaging in inappropriate sexual play with a same-aged child. He presented as a 
lively and sociable seven year-old boy, and appeared to prefer one-on-one interaction 
with program facilitators rather than group interaction with other children. This 
observation was consistent with his mother’s comments that Billy often had 
difficulty interacting with his peers. Nonetheless, Billy appeared to enjoy his 
involvement in the five sessions he attended of the PB program.  Billy engaged well 
in the assessment and appeared to understand what was being asked of him. His 
relationship with his mother appeared to be secure and, across conversational 
contexts, she was observed to be consistent with him in mood, tone and limit setting. 
Billy’s mother presented as knowledgeable about protective behaviours’ concepts 
and reported that she had discussed both personal safety and their involvement in the 
program with Billy.  
Billy reported that he felt safe and protected at home and school, which 
was consistent with his responses on the RQ, which indicated a broad sense of 56  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
 personal agency and of being supported in his immediate environments. Responses 
on the RBQ and CPQ indicated that mother and son agreed that Billy’s mother 
hugged and kissed him, helped him to feel safe, loved and comforted him, was 
available to speak with her son about anything that happened to him. She told her 
son she was proud of him and had organised fun things for Billy. Billy reported that 
his mother had made him feel ‘in trouble’ for what had happened and had asked him 
not to tell others about what had happened, while Billy’s mother reported that she 
had not said or done these things. There were some inconsistencies in their 
respective frequency ratings across items.  
Changes in Billy’s behaviour in the month before the PB program, as 
reported by his mother, indicated that he experienced fewer nightmares and sought 
physical affection from her more frequently. Her responses on the CKBAQ indicated 
that Billy “sometimes” experienced fear, shame and guilt in relation to his private 
parts, “frequently” complained of psychosomatic symptoms and “always” destroyed 
toys and property.  
 
Participant 6 (Mia) along with her brothers, Sam and Ryan, were 
referred to the program because of their exposure to chronic levels of domestic 
violence. Mia presented as a quiet, insightful and compliant seven year-old girl, who 
often appeared ‘on guard’ in the four sessions she attended. Although Mia did not 
tend to interact with her peers, or with her younger step-brother Sam, she engaged 
well with program facilitators and in the assessment, during which she appeared to 
understand what was being asked of her. Mia’s parents accompanied Mia and Sam to 
sessions and reported that they had discussed personal safety with their children as 
well as their enrolment in the program. Mia’s parents reported that they felt it was 
important for Mia and Sam to know how to stay safe when her parents fought.  57 
 
   
In contrast to the reports of the volatile context of her home environment, 
provided by the Department of Child Protection, Mia reported that she felt safe and 
protected at home and school. Mia’s RQ results indicated some compromise to her 
perceived access to external support, internal resources, interpersonal/social skills, 
and reasonable risk taking. Responses on the RBQ and CPQ indicated agreement 
that Mia’s parents had hugged and kissed her, helped her to feel safe, loved and 
comforted her, had taken her to do fun things, were available to speak with her about 
anything that happened to her, and were proud of her. Mia and her parents also 
reported that they had asked her not to tell others about what had happened. 
Divergence in their responses was seen in Mia’s frequency ratings for items, such as 
how often they believed what Mia had told her parents or how often she felt in 
trouble for what had happened.  
Changes in Mia’s behaviour in the month before the PB program, as 
reported by her parents, indicated that Mia experienced greater fear of strangers, and 
of leaving the house, she was less affectionate toward her parents, less 
communicative about her feelings and had become more compliant with their 
instructions. Her parents added that they had noticed Mia was “very unsettled due to 
family concerns”. The above symptoms, especially increases in compliance and 
withdrawal from affection and communication with her parents, may have reflected 
acute coping strategies Mia adopted in the context of increased familial violence.  
 
Participant 7 (Sam) was referred also because of his exposure to 
chronic levels of domestic violence between his parents. He presented as a very 
expressive and defensive four year-old boy, frequently asserting his ability to 
physically defend himself, using a martial art form, during the four sessions he 
attended. While Sam demonstrated good attention during evaluation sessions and 58  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
appeared to understand what was asked of him, during sessions with other children, 
he was observed to be easily distracted. Sam presented as outgoing. He readily 
externalised small conflicts with other boys in the group, engaging in “tiffs” with 
them. In addition, he showed little interaction with his older step-sister and did not 
call on her support during periods of conflict with other children. Sam’s difficulty 
engaging in play with other children was observed consistently during the program 
and possibly reflected his exposure to familial violence.  
Again, contrary to the known volatile context of his home environment, 
Sam reported that he felt safe and protected at home and school. Sam’s RQ results 
indicated some compromise to his perceived access to external support, 
interpersonal/social support, and reasonable risk taking. Responses on the RBQ and 
CPQ indicated agreement that Sam’s parents had hugged and kissed him, believed 
what he had told them and had helped him to feel safe. There was agreement that 
Sam’s parents had told him his behaviours and feelings were normal, loved and 
comforted him, were available to speak with him about things that happened, assured 
him he was not to blame for what had happened and were proud of him. Contrary to 
his parents’ responses, however, Sam reported that they had not invited him to speak 
about things that had happened in their home. This divergence may reflect the 
different stated contexts in which parents and children reported behaviours. For Sam 
(as with all their children) the stated context was an ‘upsetting event’, while for his 
parents it was their domestic violence.  
As reported by his parents, changes in Sam’s behaviour in the month 
before the PB program, indicated that Sam showed poorer eating and sleeping 
patterns, communicated his feelings less often with his father but more often with his 
step-mother. He also showed increased frequency of nightmares and greater fear of 59 
 
   
strangers. Sam’s parents reported that he was more physically affectionate toward 
them and there had been a reduction in his bedwetting.  
 
Participant 9 (Ryan) is presented here, out of sequence (i.e. order in 
which children participated in the program), as he is the sibling of Mia and Sam 
above, and was referred also to the program because of his exposure to chronic 
levels of domestic violence. However, unlike his siblings, at the time of his 
participation in the PB  program Ryan resided with a foster care family, which 
included two of his five siblings and three other children in State care. Ryan 
presented as a hyper-vigilant six year-old boy who attended all five sessions of the 
program, with support from a case worker with Department for Child Protection. In 
responding to questions, Ryan appeared vigilant about the amount of information he 
would offer about any question, irrespective of its content, and keenly observed the 
researcher-practitioner’s reactions to his responses during assessments. Earlier in the 
year, Ryan had accompanied his siblings, Mia and Sam, to the program when 
dropping them off and picking them up from their sessions. His familiarity with the 
program setting and staff appeared to facilitate his engagement in the program and in 
assessments, during which he appeared to understand what was being asked of him.  
Ryan reported that while he felt safe and protected in his new foster 
home and at school, his parents and other grown-ups in these environments, 
including his foster mother, did not listen to him when he had something to say. 
Ryan also reported that he hit, pushed and told mean lies about children at his school 
and never played with other children outside of school. In contrast to other 
information collected, Ryan’s positive endorsement of all items on the RQ was 
interpreted in relation to demand characteristics associated with his keen awareness 
of the consequences that can accompany sharing information about himself and his 60  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
family.  His responses on the CPQ indicated agreement with his parents’ response on 
the RBQ that they had hugged and kissed him, listened and believed him when he 
told them something important (note this is also in contrast to his earlier reports that 
his parents do not listen to him and may also reflect demand responses). He indicated 
that his parents loved and comforted him, were proud of him, felt he was brave to 
talk about what had happened and had taken him to do something fun. Divergences 
in Ryan and his parents’ responses appeared in their frequency ratings for items. 
Completing the same questionnaires, Ryan and his foster carer agreed that she had 
helped him to feel safe, had told him he was not in trouble for what had happened, 
and had taken him to do something fun. Ryan reported that his foster carer had not 
hugged and kissed him, did not believe things he told her, had not told him his 
feelings and behaviours were normal, did not love and comfort him, did not tell him 
he was brave and had not been available to talk with him about things that had 
happened, while Ryan’s foster carer indicated she had behaved in all of these ways. 
Both the foster carer and his parents reported concerns related to Ryan 
engaging in sexual play with his cousin and younger sister. Results from the 
CKBAQ, as reported by his parents, indicated that Ryan would “occasionally” make 
sexual noises, display advanced sexual knowledge and engage in concerning 
sexualised activities and gestures. For example, asking his younger sister into his bed 
while naked. Ryan’s foster carer also reported being concerned after she found him 
“in bed with his little sister”. His parents reported that he “frequently” complained of 
psychosomatic symptoms, had poor social boundaries and showed difficulty 
concentrating and was withdrawn. In addition, as reported by his parents, changes in 
Ryan’s behaviour in the month before the PB program indicated that Ryan had 
become less fearful of strangers. Ryan’s foster carer also reported that he was 
experiencing fewer nightmares and was wetting the bed less often. 61 
 
   
Participant 8 (Ben) was referred after suspected extra-familial sexual 
abuse. He presented as an outgoing six year-old boy. Ben commenced the program at 
session two and, after substantial difficulties maintaining attention with group 
activities, was subsequently removed from the program in session four and offered 
an individual administration of the program. Ben’s mother was observed to have a 
caring and validating relationship with him, and confirmed that he experienced 
difficulties in forming friendships at school. She reported that in the recent year his 
academic difficulties had become increasingly problematic.  In contrast, in the 
individual context of the assessments, Ben engaged well, appearing to understand 
what was being asked of him.  While an individual administration of the PB program 
was subsequently offered to Ben, evaluation of his performance in those subsequent 
sessions was not undertaken.  
Ben reported that he felt safe and protected at home and school. Ben’s 
RQ results indicated some compromise to his perceived access to external support, 
internal resources, interpersonal skills, preparation and ability to negotiate. Prior to 
the program’s commencement, Ben’s mother reported that she had not discussed his 
participation in the program with him. Responses from the CPQ and RBQ indicated 
that both mother and son agreed that Ben’s mother had hugged and kissed him, told 
him she believed him and that he was not to blame for what had happened. While 
Ben’s mother reported that she “always” took opportunities to speak with her son 
about his feelings, Ben reported that this was not the case.  
Results from the CKBAQ, as reported by Ben’s mother, indicated that 
Ben “frequently” experienced difficulty concentrating and was withdrawn and 
reported psychosomatic symptoms. His mother also reported that Ben “sometimes” 
experienced shame, fear and guilt in relation to his private parts, destroyed property 
or toys, and “occasionally” when kissing he would put his tongue in the other 62  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
person’s mouth. Ben’s mother further reported that her son had previously reported 
suicidal feelings or behaviours. She reported changes in his behaviour one month 
prior to program commencement, which included reduced eating and sleeping, and 
an increase in bed wetting, that he was less inclined to want to attend school, 
communicate his feelings and comply with her instructions.  
Participant 10 (Zoe) presented as an outgoing and sociable 4 year-old 
girl during the five sessions she attended of the PB program, to which she was 
referred after substantiated extra-familial sexual abuse. Zoe attended the program 
with her mother, who participated in the pilot of the Protective Parenting Program, 
and with whom she appeared to share a responsive and caring relationship. Zoe 
engaged well throughout the program and evaluation assessment, appearing to 
understand what was asked of her. At the time of her participation in the program 
Zoe lived with her mother (who was pregnant in her third trimester), father and older 
sister (who attended the PB program with an older age group). Zoe’s mother reported 
that she had discussed personal safety and their enrolment in the program with Zoe.  
The California Healthy Kids Survey – Short Form, CPQ and RBQ were 
not administered with Zoe and her mother, due to limited assessment time as it was 
scheduled in the hour before session one. Results from the RQ, however, indicated 
that Zoe experienced some disruption to her perceived access to external support and 
availability of internal resources.  Results from the CKBAQ indicated that Zoe 
“sometimes” experienced fear, shame and guilt in relation to her private parts, 
“sometimes” did not use the toilet appropriately at night-time, “occasionally” refused 
to get undressed for activities such as swimming or sport, would urinate in clothing 
and showed poor social boundaries. In addition, according to her mother’s report, in 
the month prior to program commencement, changes to Zoe’s behaviour included 
increased frequency of sleep, a reduction in nightmares and in fear of leaving the 63 
 
   
house. Her mother reported, however, that Zoe was less willing to attend school, was 
less communicative about her feelings and was less compliant with her parent’s 
instructions. Her mother reported that shortly after the incident of sexual abuse, Zoe 
had begun to wet her bed nightly and she was “afraid of going to the toilet...other 
than in her own home even if she is with a sibling/parent as she worried someone 
might get it [hurt her private parts]”.  
 
Section Two: Formative Evaluation 
Understanding how the PB program unfolded provides valuable insight 
into mediators of outcomes and directions for improvements to the program and so 
will be considered before the summative evaluation. Descriptive information about 
attendance and families’ participation in the evaluative process will be presented. 
The formative aspects of the Facilitator Feedback Questionnaire (FFQ) were used to 
formally and systematically capture the conversations that took place between 
facilitators of the PB program. The FFQ captured information about the delivery of 
the program and how children responded to it. It included process variables, as well 
as personal performance appraisals, and plans for improvement in subsequent 
sessions. A thematic analysis of facilitator impressions about how each session 
progressed is presented for discussion and conceptually organised into three broad 
areas: (i) program delivery and fidelity; (ii) group process; and (iii) facilitation 
dynamics. Operational procedures identified by this evaluation, that provide context 
for appraising summative results obtained on concrete measures of children’s 
learning, are then discussed.  64  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
Attendance and evaluation participation 
Only three of the nine families attended scheduled pre-program 
evaluation sessions at least one week prior to the commencement of the program. 
The remaining six families completed the pre-program evaluation one hour prior to 
commencement of the PB program. This scheduling was less than optimal. Only two 
participating families completed all elements of the evaluation (Billy and Ryan and 
their families) and attended every session of the PB program. Three children (Jack, 
Mia and Sam) completed all primary elements of the evaluation, but post-program 
evaluation data from their parents were incomplete. Jack attended all sessions of the 
program but, due to scheduling conflicts for post-program evaluation sessions, did 
not complete post-program assessment. Mia and Sam attended four (of five) sessions 
and were not re-contacted by the service manager for follow-up post-program 
assessment. Zoe attended all program sessions and completed all inventories except 
for the post-program evaluation, due to a health emergency for her mother which 
saw her in hospital for weeks after the PB program. Evaluation data sets from two 
other children (Chloe and Ben) were incomplete, stemming from their inappropriate 
inclusion in the PB program and their subsequent withdrawal. Finally, one parent 
participated in the evaluation but did not consent to her child’s participation.  
Attrition from sessions was seen to disrupt the delivery of program 
activities. Relationship development between children was also impeded by missed 
sessions, as it reduced opportunity for rapport building, and little independent 
interaction was observed among children. This is illustrated in one facilitator’s 
comment: “there was one new child who started in today’s session [Ben] and two 
children from last week were absent [Mia and Sam]. This affected the degree of 
cohesion among the group”. In the first program iteration, there was one session in 
which Jack was the only child to attend. While others have noted the obstacles to 65 
 
   
families’ attendance in community programs (e.g. Nurcombe et al., 2000), this 
service provider did not have strategies to address them.  
 
Inclusion and Exclusion Criteria 
The only formal inclusion criterion for the PB program was an experience 
or risk of abuse, as recognized by Department for Child Protection. There was no 
operational inclusion policy for the PB program in terms of closed versus open group 
standards.  So, families who missed a session were invited to continue with the 
program in subsequent weeks. No routine procedures were implemented to 
encourage weekly attendance. There were no consequences for missed sessions, or 
any opportunities to catch up missed content. Furthermore, limited assessment of 
behavioural, cultural and developmental factors was undertaken to assess the 
suitability of a child to participate in group delivery of the PB program. 
Consequently, two children who were initially included in the PB program were 
removed after only a few sessions (i.e. Chloe and Ben). 
 
Program Delivery and Fidelity 
Sessional activities were delivered differently, between groups and 
between weekly sessions within groups. Lack of specificity in the program manual, 
including limited information about the conceptual underpinnings of learning 
activities, was one important factor leading to this differentiated delivery of learning 
objectives. Turnover of facilitators further contributed to differing and non-
standardized delivery of the PB program. These differences are likely to have 
impacted upon achievement of program goals. Moreover, novice facilitators 
indicated that they had difficulty managing their role. For example, one facilitator 
reported “I feel I need more practice, I am still learning”.  Another reported, “given 66  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
that this was my first Protective Behaviours group, I felt the process for myself was 
uncomfortable, given that I have not worked in this sort of setting before. I became 
more relaxed toward the end of the group”.  Facilitators also consistently reported 
unrealistic time frames given for program activities. This led to missed sessional 
activities. Missing data resulted from opportunistic scheduling of pre-program 
evaluation sessions, often occurring immediately before the commencement of the 
program (i.e. the hour before session one).   
The program manual offered little direction about how to therapeutically 
engage children. The absence of clear delivery strategies, itemised in the program 
manual, to encourage children’s engagement in sessional activities was problematic 
for facilitators unaccustomed to working in this context. This sentiment was reflected 
in facilitator’s feedback that children’s apparent confusion during session was related 
to their own difficulty in explaining concepts. For example, the most experienced 
program facilitator reported, “...at times the concepts such as ...‘theme one’ was 
difficult for children to understand…I felt that explanation of the theme was difficult 
and that [the] children did not grasp the concept as fully as I would have hoped”. 
Similarly, in my own role as group facilitator, I reflected in my report  that 
“…language was pitched too high for this age group of children who did not appear 
to understand many activities/concepts, using words like ‘similarly’ instead of 
‘same’”. 
Furthermore, some components of the program appeared to be best 
delivered in a directive format. Facilitators reported that some instruction was 
necessary for this age group to progress the session’s agenda. At other times, they 
reported that interactive group activities helped children to “express themselves” and 
“provided an interesting and active” group environment. Introducing a white board 
as a central focus for teaching program themes became an important strategy to 67 
 
   
improve on-task behaviour of children who were easily distracted and who offered 
chaotic participation in activities during program group two. While these delivery 
strategies were embedded among descriptions of program activities, they were not 
explicitly addressed in the manual.  Choices about how to deliver each activity were 
thus open to interpretation. So, in some instances less than optimal techniques and 
strategies were applied in delivering activities.  
 
Group Process 
It is helpful to delineate fidelity in delivering the concrete activities of a 
program (content) from the facilitative processes that underpin their presentation to 
children (Hogue, 2002). Without careful attention and skill in facilitating a dynamic 
group process, adhering to task instructions in a program manual can mirror 
following a cooking recipe book (Cohen et al., 2006). The process involved in 
creating opportunities for children to engage in, learn and benefit from the concepts 
being presented is integral to effective practice, and when integrated well, these 
important aspects of therapeutic practice appear to be seamless.  
Despite the program objective to explicate types of issues and activities to 
be covered in the program, the organisation’s policy directed facilitators to avoid 
abuse-specific (or even touch-specific) conversations in a group context. These 
conversations were considered by management to be inappropriate. Instead, they 
adopted a strategy known as ‘protective interrupting’. This strategy involved 
removing the child from the group to discuss issues of abuse privately. Management 
suggested that concepts, such as touch, should be presented broadly, distinguishing 
touch by ways of feeling ‘safe’ or ‘unsafe’. Consequently, no specific rationale or 
context was offered to children about their participation, upon entering the Program 
or, indeed, while they progressed through it. The heterogeneity of group membership 68  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
is likely to have contributed to the organisation’s sensitivities about abuse-specific 
conversations with children. Yet, lack of context or expectation for their 
participation may have contributed to children’s anxieties throughout the program. It 
was noted that anxiety was noticeably expressed by at least one child in every group, 
in behaviour that was withdrawn and disengaged, inattentive, or disruptive. 
Separation anxiety from parents, disruptive play and fluctuating moods between 
activities were frequently observed (e.g. Jack became withdrawn around any activity 
involving his body, Mia was often withdrawn; Sam and Ava engaged in disruptive 
play).  
When appraising group unity and cohesion, the facilitators consistently 
reported that children engaged more readily with them than with other children in the 
group. One-on-one contact with each participant during pre-program evaluation 
sessions also appeared to aid children’s sense of alignment with a facilitator and/or 
the researcher-practitioner upon entering the program. Children were observed to 
better attend to program concepts and conversations, particularly those they found 
difficult to understand, when they received individual attention from a facilitator. At 
the same time, facilitators reported benefits in engaging children in group-based 
activities, and it was at these times children were seen to express the most joy or fun 
in their participation.  
On a number of occasions, facilitators reported the group process to be 
difficult to facilitate and related this to issues with “silly” or “disruptive” behaviours 
among children. Furthermore, facilitators reported that these behaviours often 
escalated, with one child engaging another and together engaging another child in 
disruptive play. For example, one facilitator noted “the group seemed to unite during 
the session through disruptive peer play” and “the group seemed to be more cohesive 
between members engaging in disruptive play”.  69 
 
   
Neither the program manual nor PB facilitator training included strategies 
for managing disruptive behaviours. This appeared to compromise the facilitator’s 
ability to ensure children’s physical and emotional safety in some sessions. For 
example, the large room used for the group, and absence of an ‘in-built’ or 
preventative behaviour management plan, allowed many opportunities for children to 
hide under tables and behind curtains; climb on top of tables and window sills; 
engage in rough play and physical fights with other children; and throw objects, such 
as coloured markers, at one another. All of these behaviours were observed in one 
session. While engaging as a third-party observer in this session, I soon became an 
active facilitator to support the ‘crisis’ management of these disruptive and 
dangerous behaviours, which principally highlighted the inextricable link between 
therapeutic processes – how a program is offered – with a program’s concrete 
learning outcomes, and with responsible practice. Following this session, my notes 
on the FFQ included “group facilitators were not in control of the process, the level 
of chaos was overwhelming for them and the lack of a behaviour management 
strategy or impetus to introduce one in response to this session was frustrating.” This 
experience highlights the many unique opportunities that present to a researcher-
practitioner to gain a fulsome appreciation for the culture of a program’s delivery.  
Following this session, I suggested three behaviour management 
strategies to be implemented. First, a behavioural reward system was introduced: 
each child accumulated stickers for appropriate participation in sessional activities 
(e.g. listening, one person talking at a time, sitting, respecting other’s personal 
space), which at the end of sessions earned them access to a novel or ‘lucky dip’ 
reward. Second, work stations were created to divide the large room into smaller 
areas with clearer physical boundaries. Children moved between each station during 
the session. For example, circle work on the floor used cushions for group 70  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
discussions, worksheets were completed at a desk facing a whiteboard and relaxation 
was in a quiet corner. Third, in group-based work, facilitators were asked to 
strategically place themselves amongst the group to provide a physical barrier 
between children who were likely to disrupt others. After implementation of these 
strategies, there were substantially fewer behavioural difficulties. They also appeared 
to improve facilitators’ confidence and enjoyment in their role. Both group 
facilitators subsequently reported, “The work station and sticker (reward) system 
worked well” and “the new behaviour management strategies introduced seemed 
effective in reducing the friction between children. I was happier with my facilitation 
this week, becoming more familiar with individual children and with group 
dynamics”.  
These strategies, however, were not carried forward into the subsequent 
sessions. One facilitator reported “The behaviour management plan suggested in 
previous sessions was not implemented this week”. Perhaps to the detriment of 
maintaining a positive group environment, she reported in another section of her 
FFQ, “it was not clear if children were responding emotionally to the session, but 
there were children who became distracted which was not helpful to the group 
process.” In her self-reflection she reported, “there was some frustration that children 
were not staying on task easily but I just kept moving forward [through content] and 
kept encouraging their involvement.” Feedback from the second facilitator suggested 
that abandoning the behaviour management plan may have contributed to children’s 
reduced engagement in activities and a target learning objective in this session. She 
reported, “there was some confusion within some children as to who was eligible for 
network inclusion”.  
Facilitators across the three groups consistently provided incongruent 
ratings and observations of the degree of emotional responses displayed by children, 71 
 
   
probably because they had different interpretations of the meaning of emotional 
arousal. This inconsistency is likely to be related to the different educational 
backgrounds of facilitators and limited experience working in therapeutic contexts. 
Examples of this incongruence were seen when some facilitators of the same session 
reported that children were ‘emotionally’ responsive if they remained interested and 
engaged in the materials presented, while others reported that, despite the ‘non-
emotional’ nature of session content, some children became emotional during the 
session and this led to disruptive behaviours. One facilitator attributed this to a 
disruptive group process more generally, while others reported that most children 
responded emotionally when the aim of the session was emotion identification. This 
pointed to the absence of a clear definition offered in the FFQ about what was to be 
measured. Clarity around the nature of questions asked of facilitators is required for 
future evaluations of the emotional climate of sessions using the FFQ. In addition, 
collecting children’s self-reports of feelings experienced during the session will help 
to monitor their level of emotional arousal contemporaneously.  
 
Facilitator Dynamics 
While there was no formal group or individual supervision process for 
this diverse group of facilitators, informal debriefing sessions between facilitators 
appeared to occur opportunistically. There was variability in how facilitators 
negotiated the roles they adopted in the delivery of each program component, with 
some facilitator teams assigning principal leader and support role, and others sharing 
facilitation roles more evenly. Facilitators consistently reported that when the nature 
of the group process was compromised by difficult behaviours, the more experienced 
facilitator would take a lead role.  
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Parental Inclusion 
The PB program run by this local service provider did not offer a service 
for parents while their children were participating in session. There was no 
designated room in which parents could wait and no tea or coffee facilities were 
provided.  In response to recommendations offered after the first and second 
program iteration to improve program fidelity and attendance, the service provider 
agreed to pilot a Parenting Program run in parallel with the children’s PB program. 
While there is insufficient data collected from this pilot parent program to suggest 
any summative outcomes, the two parents who attended this program attended every 
session with their child and this stands in contrast to the attendance rates of families 
who participated in the PB program before the parenting program was offered. 
Moreover, the paediatric clinical research literature indicates that parental 
participation adds to consolidate children’s learning (Carr, 2004).  
 
Section Three: Summative Evaluation 
The summative evaluations focused on three concrete outcomes in 
children’s learning: (i) children’s belief sets about the appropriateness of touch (pre-
and-post program evaluation as measured with the CKAQ-III); (ii) children’s 
knowledge of protective behaviours concepts targeted by the PB program (pre-and-
post program evaluation with weekly session related subtests measured with the 
CKQ); and (iii) children’s ability to apply protective behaviours to video vignettes of 
‘risk’ situations (as measured with the WIQ). Results from these three aspects of the 
summative evaluation will be discussed in turn here. Two children, Chloe and Ben, 
were excluded from the program prior to the completion of the PB program. While 
reasons for their exclusion were discussed above to provide comment on the 
program, their portfolios were excluded from the summative interpretation. 73 
 
   
Furthermore, the degree of attrition from sessions is reflected in the amount of 
missing data. All quantitative data is provided in SPSS files in Appendix M of this 
thesis.  
 
Children’s Knowledge of Appropriate and Inappropriate Interactions (CKAQ-III). 
Post program data from Ella, Jack and Zoe were not collected because of 
chaotic attendance at sessions, scheduling conflicts and a health emergency that 
prevented follow-up appointments. Summative pre-program evaluation results 
collected from these children are depicted in Figure 2.3.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.2.   Pre-to-Post Program Evaluation of Performance on the Children’s  
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responses to each item. A high level of accuracy, 80% on the CKAQ-III, was 
determined a priori to indicate an adequate outcome. This level was selected as 
children’s beliefs were considered to have a substantial influence on their ability to 
Child Participant
Zoe Ryan Sam Mia Billy Ava Jack Ella
P
e
r
c
e
n
t
 
C
o
r
r
e
c
t
100
90
80
70
60
50
40
30
20
10
0
CKAQ-III Post-program Results
CKAQ-III Pre-program Results
Adequate Outcome
 74  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
apply protective behaviours in real situations of threat. For example, in order to 
counter power differentials or exploitation of authority, a child must learn that they 
have the right to say “No” to an adult (as the most likely perpetrator of abuse) and to 
control how their body is shared with others. Accurate belief sets were considered to 
offset their vulnerability to abuse and to provide a cognitive environment for 
learning when to apply the range of protective behaviours covered by the PB 
program.  
General belief sets about the appropriateness of touch prior to the 
commencement of the program revealed consistent gaps across all children’s 
portfolios. Such gaps may place children at risk of inappropriate touch by 
compromising their ability to make accurate assessments about safety. However, two 
items on the CKAQ-III, were identified as ambiguous and so were subsequently 
removed from analysis. One item used the word “can”, for example, “can someone 
touch a child in a way that feels unsafe?” This was thought to have been 
misunderstood by children to mean ‘have permission’ rather than ‘possibility of’. 
The other was “is it okay to let grown-ups touch children whether they like it or 
not?” in which who “they” refers to is not clear. These two items have not been 
included in the presentation of results. 
As seen in Figure 2.3, prior to their involvement in the PB program, all 
children (N=8) demonstrated some knowledge about the appropriateness of touch 
and interactions with adults. All children offered correct or protective responses 
about the appropriateness of sharing affectionate touch with a liked person and 
receiving a pat on the back from a school teacher. Children also identified that they 
should say “no” and disclose instances of inappropriate touch and requests, such as 
bullying and getting undressed for no reason. Despite this, all children demonstrated 
a range of faulty beliefs about some aspect of the appropriateness of touch and  75 
 
   
interactions with adults.  
 
Knowledge of Abuse Questionnaire III 
Prior to their participation in the program, approximately half of the 
children offered incorrect responses on the CKAQ-III, which often reflected the 
power imbalance in children’s relationship with authority. For example, their 
responses indicated that children should always keep secrets, not oppose 
inappropriate touch requests from adults (which was distinguished from saying “no” 
to inappropriate touch generally), comply to all requests and instructions made by 
adults and keep quiet about inappropriate requests, such as getting undressed without 
a legitimate reason for doing so. Their responses also indicated an overgeneralised 
assessment of the danger of strangers. For example, they indicated that strangers do 
not look like ordinary people and, even when supervised by a parent, children should 
not speak with an unknown neighbour. Taken together, these results suggest that 
children in the program had different areas of vulnerability pertaining to their beliefs 
about appropriate and inappropriate interactions with adults before commencing the 
PB program.  
Following children’s participation in the PB program, all children 
responded correctly to 16 items (of 30) on the CKAQ-III. Despite this, all five 
children also maintained faulty beliefs, and some showed confusion in beliefs after 
their involvement in the PB program. Faulty belief sets that were maintained from 
pre-to-post program evaluation included keeping secrets and keeping quiet when 
someone acts inappropriately toward a child. Overgeneralisation of stranger danger 
was also maintained at post-program evaluation. In addition, despite seven children 
at pre-program evaluation responding correctly to a question about whether boys are 
as vulnerable as girls to inappropriate touch, at post-program evaluation, three of 76  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
these children responded incorrectly. Age did not appear to be a factor in these cases, 
with two of these three children aged seven years and the other was four years old.  
Moreover, within case results from one exemplar item on the CKAQ-III 
relating most explicitly to breaching a child’s personal boundary, shows that two of 
five children maintained the belief at post-program evaluation that children should 
“just keep quiet” when someone asks them to get undressed without a legitimate 
reason (e.g. bed or bath time). Two other children, who had previously responded 
accurately to this question, responded incorrectly after completing the program.  Of 
interest, these two children had not been identified previously as being particularly 
vulnerable to sexual violation (Mia and Sam). While less common, but still 
concerning, faulty beliefs after completion of the PB program included: (i) most 
strangers look angry; (ii) saying “no” to adults is not okay; (iii) a child is at fault for 
not-okay touch; (iv) no possibility that someone in a child’s family could touch them 
inappropriately; and (v) children should comply unconditionally with requests from 
adult.  
Hence, beliefs directly targeted by the PB program generally remained 
unchanged in the participating group of children. Irrespective of children’s age, 
general concepts about appropriate touch and safety showed improvement across 
children, that is, sharing affection with liked adults and seeking help when a child 
feels hurt or is lost. However, items representing assertiveness or compliance with 
adult requests showed poorer outcomes. For example, keeping secrets failed to 
improve for the youngest three members of the group, while Mia showed 
improvement in her reported beliefs about secrets and Ryan maintained a corrected 
response to this item from prior to his entry into the program to program completion. 
Of the 14 abuse-specific beliefs itemised in the CKAQ-III, children either 
maintained correct responses or showed improvement for most items, however two 77 
 
   
items, which were among the most targeted items, remained problematic. The first 
involved whether boys were at equal risk of not okay touch compared with girls, and 
the second was that children should just keep quiet if someone intruded upon them in 
the bath and made them feel uncomfortable. In addition, one child (Ava) maintained 
the belief that not-okay touch is the child’s fault and that it is not true that someone 
in the family might touch a child inappropriately. There was no evidence in these 
findings that change (positive or negative) in children’s general beliefs about touch 
interactions with others was related to children’s age. For example, six year-old 
Ryan scored the highest on this assessment at both pre-and-post program 
evaluations, seven year-old Billy, six year-old Mia and four year-old Sam all showed 
small decrements in scores obtained from the CKAQ-III at post-program evaluation, 
and four year-old Mia showed improvement but did not meet the 80% standard for 
clinically meaningful change.  
 
Children’s Knowledge of Program Concepts (CKQ). 
The CKQ was designed to assess children’s learning and retention of 
knowledge at three levels of integration, consistent with the sequential learning 
model offered by Bloom (1956). Recognition of relevant knowledge (prompted 
responses) is interpreted as a reflection of preliminary learning and understanding of 
target concepts, but not as an indicator that a child would be able to independently 
call upon this information if a situation demanded it. Integration of program concepts 
at the level of independent identification (partially integrated) and/or applied 
integration of skills (fully integrated) was deemed to demonstrate adequate learning 
of program components. For children participating in the first program group (Ella, 
Jack, Ava), the CKQ primarily comprised questions prompted by multiple-choice 
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skills were assessed at an applied level. Recognising the limitations of this method, 
greater care was taken to assess these three levels of knowledge integration in 
subsequent groups. Six targeted skills were assessed at a level of applied integration 
of knowledge in the latter version of the CKQ. For children in the second and third 
group who were administered the second version of the CKQ, were minimally 
assessed at a prompted level knowledge and independent integration of knowledge 
for each concept targeted by the PB program and, where possible, an assessment of 
applied skills was also undertaken.  
For children in the second and third program iteration and, where 
possible, for children in the first program iteration, the first condition for assuming a 
‘clinically meaningful’ indicator of a child’s learning of protective behaviours was 
that they demonstrated mastery of learned protective behaviours at either 
independent or applied levels of knowledge integration. The second condition for 
assuming a child’s responses to the CKQ reflected an adequate program outcome, 
was determined by a scoring threshold. There were two principal considerations that 
influenced the threshold for outcome adequacy. First, at an item level, many skills 
required three to five-part responses. For example, for the item on selecting a 
network of five safe adults, the PB program required children to select one family 
member and four adults external to the family. This criterion was justified by the 
well established disproportional risk that abuse occurs more often within families 
and to increase accessibility and availability of safe adults. From the perspective of 
this evaluation, if a child could recall three of five appropriately safe adults (one 
family member and two other adults), we thought it was reasonable to expect that 
they could find at least one safe adult if they encountered a real threat situation. 
Second, when scores were aggregated at each level of knowledge integration across 
12 targeted concepts ranging in conceptual difficulty, a substantial degree of dilution 79 
 
   
in accuracy at an item level occurred. These two features of the CKQ design and 
scoring procedures influenced the decision to set a high marker, of 80% accuracy, 
across each level of knowledge integration, as an indicator of an adequate outcome. 
This scoring threshold or benchmark was determined with the view that a high 
degree of skill mastery would be required for a child to confidently and competently 
call upon the range of protective behaviours’ skills taught in the program in real 
situations of threat.  
The CKQ also comprised session-related subtests that, while not directly 
comparable to results obtained from pre-and post-evaluation intervals, allowed for 
iterative examination of children’s learning. Subtests allowed the process of learning 
to be explored, such as common errors that might indicate particular difficulty with 
concepts covered during particular sessions. This also offered the opportunity to 
monitor children’s progress through the PB program.  
A delicate process of weighing the evidence (see Berkowitz, 1997) 
contributed to inferences drawn from the summative outcomes in this evaluation. 
Hence, results from the CKQ should be read in conjunction with responses obtained 
for the CKAQ-III. Data obtained using the CKQ were analysed in two principal 
ways: within each case portfolio and against what was also known about each child 
(idiographic); and across cases (nomothetic) to gain an appreciation for how each 
concept was integrated at the three levels of assessment. Results were interpreted by 
comparing baseline knowledge of targeted program concepts demonstrated by each 
child with the extent of changes in their knowledge upon program completion.  With 
missing evaluation data, and where meaningful to do so, the most recent sessional 
evaluation scores were substituted for children who did not complete the CKQ at a 
post-program evaluation session.  80  Chapter Two: Evaluation of a Protective Behaviours Program  
 
 
While pre-to-post program changes in children’s knowledge of PB 
concepts will be discussed independently at each level of knowledge integration, 2.2 
represents the overall degree and nature of children’s knowledge of protective 
concepts after they had completed the PB program.  Table 2.2 represents children’s 
achievement on the CKAQ-III and CKQ during their last session with me. For some 
children this involved full post-program evaluation and for others their latest 
sessional sub-tests. The table is divided into two sections to facilitate comparison of 
children’s learning deemed to represent an adequate standard of learning (i.e. applied 
and independent knowledge integration) with indicators of their preliminary learning 
(i.e. prompted knowledge). As well, this table provides a more detailed comparison 
of how many children, boys and girls, showed optimal improvements in their beliefs 
about touch and program specific concepts, marginal or no improvement, decrements 
in knowledge and no learning of skills. Two major observations can be made from 
this summative evaluation, as highlighted in Table 2.2. Namely, the extent of 
missing data and that most children displayed marginal to no improvements in skills 
specifically targeted by the PB program or showed no evidence of learning these 
skills (i.e. maintained a score of 0 from pre to post program evaluation intervals).   
No child was able to demonstrate knowledge of most skills targeted by 
the  PB program. For the eight participants, the mean accuracy for prompted 
knowledge integration and across all 17 items on the CKQ before commencing the 
program was 72% (range: 56.5% - 84.4%). Following completion of the program, 
the mean accuracy was similar, at 73.6% (range: 58.6% - 87.1%). As depicted in 
Figure 2.3, after completing the program, only three children (Mia, Ryan & Zoe) 
could adequately recognise relevant skills when prompted. Yet, the two eldest of 
these children (Mia & Ryan) demonstrated this level of accuracy before commencing 
the program. Two children who met adequacy criteria at post-program evaluation, 
     
Table 2.2 
Degree and Nature of Changes to Individual Children’s Belief Sets about Touch and Program Specific Knowledge Following their 
Involvement in the Protective Behaviours Program 
 
  Full or Partial Integration of Relevant Knowledge  Prompted Recognition of Relevant Knowledge 
 Optimal 
Outcome
* 
Marginal/No 
Improvement 
Knowledge 
Decrement/No 
Learning
* 
Inadequate Data  Optimal 
Outcome
* 
Marginal/No 
Improvement 
Knowledge 
Decrement/No 
Learning
** 
Not Assessed 
          
CKAQ-III          Not  Assessed Not  Assessed Not  Assessed Not  Assessed 
CKQ Generic Target Skills          
1.  Identification  of  emotion          
2.  Appropriate  touch          
3.  Private  parts      Not  assessed  Not  assessed   Not assessed  Not assessed 
4.  Identification  of  body  parts:          
Male body parts          Not Assessed  Not Assessed  Not Assessed  Not Assessed 
Female body parts          Not Assessed  Not Assessed  Not Assessed  Not Assessed 
5.  Independent assessment of safe and 
unsafe situations 
        
CKQ Abuse-Specific Target Skills          
6.  Safety  themes          
7.  Adult’s responsibility for children’s 
safety 
        
8.  Appropriate responses to feeling 
unsafe 
        
9.  Early  warning  signs          
*  Either Improvement or maintenance of 100% accuracy from pre to post-program evaluation intervals 
**  No Learning = child maintained a score of 0 from pre to post-program evaluation intervals 
 
       
         
     
     
     
           
           
               
         
             
       
     
  
 
Table 2.2 Continued. 
  Full or Partial Integration of Relevant Knowledge  Prompted Recognition of Relevant Knowledge 
 Optimal 
Outcome
* 
Marginal/No 
Improvement 
Knowledge 
Decrement/No 
Learning
* 
Inadequate Data  Optimal 
Outcome
* 
Marginal/No 
Improvement 
Knowledge 
Decrement/No 
Learning
** 
Not Assessed 
10.  How  to  assess  safety          
 
11.  Differentiating “safe and scared” 
from “unsafe and scared”  
        
12.  Appropriate extra familial safety 
network 
        
13.  Disclosure as a response to feeling 
unsafe 
        
14.  Different ways to disclose feeling 
unsafe 
        
15.  Identification of a personalised 
safety network 
        
16.  Qualities of a network person                 
17.  Persistent  help-seeking          
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Figure 2.3.   Children’s Knowledge of Protective Behaviours Concepts Measured 
by the CKQ  84  Chapter Two: Evaluation of a Protective Behaviours Program 
 
Ryan and Zoe, completed all sessions of the PB program. Ryan’s attendance was 
supported by a case worker, and Zoe’s mother participated in a pilot of the Protective 
Parenting program. Zoe, however, did not participate in a post-program evaluation. 
Hence, scores were gleaned from her most recent sub-test scores of each targeted 
concept. Comparatively, Mia attended four of five sessions.  
Therefore, of the eight children who were considered in this analysis, 
only four showed enhancements in their knowledge of targeted concepts after 
completing the program. An average improvement of 9.8% (range: 1.9% - 20%) was 
found at post-program evaluation. In addition and irrespective of their age, four 
children (two were aged seven years and two were four years) showed decrements in 
accuracy between pre to post-program assessment (Ella, Jack, Mia & Sam), with an 
average decline of 5.6% (range: 0.8% - 9.8%). Only one of these children (Jack) 
attended all sessions. Mia and Sam attended four sessions and Ella attended three. 
Moreover, while Jack attended every session, his participation in the program was 
disrupted by absence of other group members during his time in the program. He 
attended session five by himself with two program facilitators. These findings 
suggest that children’s age appeared less impactful on this outcome of knowledge 
decline compared with their consistency in attendance and nature of participation. 
Although there were only small differences in accuracy across children 
and across the six evaluation time intervals at the prompted level of knowledge 
integration, children showed the poorest performance on content items of the CKQ 
that was covered in session two, which was the session many families missed. Three 
learning targets appeared most problematic from this session: (i) identification of 
emotion; (ii) identification of appropriate touch; and (iii) recall of program themes. 
In contrast, children showed greatest accuracy on content items covered in sessions 
three and four, which were two of the most frequently, attended sessions.  85 
 
 
Absence from sessions was likely to have caused some children difficulty 
in recalling targeted concepts covered therein. Indeed, the only two children who met 
the 80% accuracy threshold for the session two, actually attended session two (Ryan 
& Zoe). Ella, Mia and Sam achieved scores above 50%, which suggests that they 
were already familiar with some skills covered in session two. In contrast, Ava and 
Billy who attended session two, showed less than 50% accuracy on items assessing 
session two content, suggesting they had not adequately learned concepts taught in 
this session.  
Given the degree of missing post-program data and the small number of children 
considered in this evaluation, a brief overview of their performance after completing 
the PB program is offered prior to an analysis of numerical trends across the three 
levels of knowledge integration measured by the CKQ.  
The mean accuracy for ‘independent identification of targeted concepts’ 
before commencing the program was 39.9%, although there was considerable 
variation across children (i.e. 12.9% to 58.3%). The mean accuracy independent 
identification of knowledge integration after completing the PB program was 57.8% 
(28.6% to 91.5%), showing an average enhancement of knowledge (see Figure 2.4). 
Yet, there remained a large variation in scores among children. Paired samples t-test 
analyses were run for each of the three levels of knowledge integration. Typically, a 
sample size of eight is too small to realistically expect significant differences in pre 
and post measurement to be detected and no significant results were found for either 
prompted, t(7)=-4.51, p=.66, or applied, t(4)=-4.65, p=.66, levels of knowledge 
integration. At the independent level of knowledge integration, however, a 
significant improvement in CKQ scores from pre-to-post program evaluation was 
found, t(7)=-4.33, p<0.03. Hence, overall, there was an enhancement in children’s 
identification of skills at this level. However, the three children who demonstrated an 86  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
adequate knowledge gain, Ella, Jack and Ava, participated in the first program group 
and were thus assessed using an earlier version of the CKQ which contained only 
two targeted concepts: identification of private parts and male and female body parts 
(of 17 targeted in the later version). Moreover, given Ella and Jack’s missing post-
program data, these skills were extracted from their session-two subtest (skills taught 
during sessions two) only, which may reflect a recency effect.   
All children showed enhancement in their independent identification of 
targeted knowledge after the PB program. Three children from the first program 
group (Ella, Jack, Ava) achieved an adequate level of accuracy.  All three 
demonstrated enhancement in their ability to identify private parts and male and 
female body parts. None of the remaining children met the marker for an adequate 
knowledge outcome. The average improvement across these children was small, with 
a percentage increase across skills of 7.4% (3.8% - 11.53%). 
At the independent level of knowledge integration, an analysis of trends 
across evaluation time intervals revealed that concepts taught during sessions three 
and four appeared to be most problematic for children. Program concepts identified 
on the CKQ as difficult for children showed evidence of recency effects in 
integrating learning. Children demonstrated initial partial learning of skill that was 
not maintained at the next program interval nor after completing the program. A 
number of key program concepts covered during the program were not learned 
adequately by any child. These key skills were, being able to: (i) distinguish the 
principles underpinning safe from unsafe situations; (ii) identify that adults have 
responsibility for the protection of children; and (iii) independently identify, bodily, 
early warning signs attached to feeling unsafe. Two children (Mia and Ryan) were 
able to demonstrate adequate knowledge of ways to respond to feeling unsafe (e.g. 
disclose to a trusted adult) and only Ryan demonstrated being able to differentiate 87 
 
 
feeling scared and safe from feeling scared and unsafe.  
For the five children who completed the second version of the CKQ 
which assessed knowledge at an applied level of integration, a mean accuracy of 
36.1% (22.2% - 47.2%) was found for applied items before commencing the 
program, a mean.  After completing the program, the mean accuracy was slightly 
lower at 34.4% (range: 22.2%-58.3%). Further, at no stage during iterative 
evaluation did children demonstrate adequate knowledge/skills across all items on 
the CKQ at the applied level of knowledge integration (see Figure 2.4). A within 
cases analysis, however, revealed that three children (Mia, Ryan, Zoe) demonstrated 
optimal (100% accuracy) integration of knowledge of some skills. These skills 
included the ability to: (i) identify that adults have the responsibility to protect 
children (achieved by Zoe); (ii) assess safety (achieved by Zoe); (iii) demonstrate 
different ways to disclose feeling unsafe (achieved by Ryan & Zoe); and (iv) 
demonstrate protective responses to feeling unsafe (Zoe). The remaining two 
children, Billy and Sam, did not demonstrate optimal learning of any applied skill. 
Billy demonstrated partial learning for three targeted skills and Sam demonstrated 
partial learning for one targeted skill. There did not appear to be any clear 
differences accounted for by children’s age - Ryan and Zoe were six and four years 
of age respectively, and Billy and Sam were seven and four years.  
Therefore, across the three levels of knowledge integration, children 
showed most improvement in their skills when assessed at the independent level, and 
little change at the prompted and applied levels of knowledge integration. While 
children’s performances on prompted questions of the CKQ were comparatively high 
before they started the PB program, their applied skills were low and remained low 
after completing the program. Six children showed a decline in their performance on 
one of these two levels of knowledge integration from pre to post-program. Mindful 88  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
of the limitations of measuring skills at the independent level of knowledge 
integration in the early version of the CKQ used with the first group of children, the 
improvements at this level, shown by the remaining children, from pre to post 
program, remained under the threshold for interpreting this finding as an adequate 
program outcome. Moreover, most children after participating in the PB program did 
not demonstrate skills and knowledge about the concepts taught to them, at a level of 
competence that would indicate an adequate program outcome or clinically meaning 
finding. On the basis of these findings, it appears the PB program failed to benefit 
participating children. The finding that children did not display adequate competence 
for either program specific learning objectives or adequate improvements in their 
general belief sets suggest that children remained at risk of inappropriate interactions 
with adults following their involvement in the PB program. Of equal concern, is that 
despite this finding parents largely rated that they were satisfied with the service 
received for their child.  
 
Facilitator Knowledge Estimates (FFEQ) 
 Perhaps one of the most notable findings was that the limited 
improvements in children’s knowledge of core skills stand in stark contrast to 
program facilitator’s estimates of each child’s knowledge gains, which were 
recorded at the end of each session. In interpreting facilitator estimates, it is 
important to note that there were two program facilitators for each program iteration. 
This disjuncture raises questions about whether the CKQ adequately measured 
children’s knowledge acquisition. It also raises questions about facilitator’s ability to 
accurately estimate children’s learning without the use of objective measurement. To 
provide a composite score comparison, Table 2.3 presents children’s scores on the 
CKQ aggregated across the three levels of assessment and sessions (right-most 89 
 
 
column) with facilitator estimates averaged across the five sessions. Ella, Jack and 
Ava’s scores were computed across both prompted and independent levels of 
knowledge integration, while independent and applied levels of knowledge 
integration were used for the remaining children.  
 
Table 2.3 
Comparison of Knowledge Acquisition Estimated by Program Facilitators 
Compared with Accuracy of Knowledge Aggregated across Concepts Measured on 
the CKQ 
Participant  Facilitator Estimates of Knowledge Integration (%)  Accuracy Across 
Program Concepts 
(CKQ %)  
Facilitator 
1 
Facilitator 
2 
Researcher-
Practitioner 
(Facilitator 3) 
Facilitator 
4 
 
Ella 80    40    65.4 
Jack 80    30    61.8 
Ava 80    30    64.8 
Billy 90  90  60    34.6 
Mia 80  80  80    56.4 
Sam 100  100  40    31.8 
Ryan     40  100  43.8 
Zoe     60  80  27.7 
 
Hampering their ability to assess whether skills had been mastered, differences in 
delivery of the PB program among various facilitators may, in part, have stemmed 
from the non-specific nature of the program manual. Through a collaborative process 
with the participating organisation, the CKQ had been strategically designed to 
measure each program objective. Yet, program objectives were not clearly 
articulated in the program manual used by group facilitators. It is possible that 
confusion about the purpose of activities obfuscated facilitators’ ability to accurately 
observe or estimate children’s learning in relation to each session’s objectives. 
Furthermore, some knowledge estimates reported by facilitators exceeded the 
number of sessions completed by children. For example, Facilitator 1 estimated that 
Ella had achieved overall knowledge gains of about 80% after her involvement in the 
program, yet Ella, who only attended three sessions, only demonstrated an overall 90  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
knowledge of six program concepts with accuracy of 80% or more and, overall, her 
level of accuracy across all program concepts was 65.4%. Hence, it appears that 
facilitator estimates of children’s knowledge gains were consistently over-estimated, 
including those offered by me. My own estimates of children’s learning were 
influenced by their willingness to participate in activities rather than by observing 
children ‘grasping’ concepts. That is, if a child participated in activities and appeared 
to understand their role in that activity, I would rate them as showing evidence of 
learning the underlying concept. However, it was also the case that the conceptual 
underpinning of activities was often far removed from the actual activity.  
Children’s Application of Protective Behaviours 
Children’s application of protective behaviours  was assessed in two 
primary ways: by children’s responses on the What If Questionnaire (WIQ), which 
was designed to objectively measure children’s responses to applied ‘risk’ situations 
and was based upon video scenarios depicting risk situations; and on parental 
observations of their children acting in ways that were protective. Parallel versions 
for pre-and post-program assessments were used, with two ‘what if’ scenarios. In the 
first iteration of this questionnaire, children (in the first program group) were given a 
multiple-choice answer format with four questions for each scenario. In addition to 
multiple-choice questions, the two later groups of children were also asked applied 
questions related to early warning signs; protective behaviours or responses; and 
disclosure of the event to a trusted adult.  
Only four complete video vignette data sets were collected for this 
assessment inventory. Incomplete data sets for this assessment inventory mean 
inferences are tentative. One child (Ava) from the first group completed both pre-and 
post-program evaluation for the WIQ. While she demonstrated an improvement from 
three to four (of four) protective responses for scenarios about bullying, she 91 
 
 
demonstrated a decline in protective responses for scenarios depicting being 
approached by a stranger (from four to three (of four) protective responses). Three 
children in subsequent groups (Billy, Mia & Sam) also completed both pre-and post-
program evaluations for the WIQ. After completing the program, all three 
maintained optimal protective responses to multiple-choice questions for scenarios 
involving bullying. The vignette about compliance with a stranger, however, was 
more problematic for them. Two children maintained a score of three out of four 
protective responses on multiple-choice items (Billy & Mia). Sam improved 
optimally from one to four (of four) correct responses after his participation in the 
program.   
No  child, however, responded optimally to all three applied questions 
across both scenarios, which asked them to identify possible early warning signs, 
protective responses and options for disclosing an event. For vignettes about 
compliance with a stranger, no child identified possible early warning signs after 
completing the PB program. Only Billy identified possible protective responses. All 
children identified an appropriate person to whom they could disclose the event. For 
vignettes about bullying, only Mia identified possible early warning signs after 
completing the program, but no child could identify possible protective strategies. 
All children correctly identified a person to whom they could disclose the event. 
Parental observation data following the completion of the PB program 
was completed by the parents of two children (Ava & Billy). Ava’s mother reported 
that following her involvement in the PB program, she had observed no changes in 
Ava’s knowledge of awareness of different feelings, recognition of early warning 
signs, or persistence in help seeking. Ava’s mother reported that she had observed 
minimal improvement in Ava’s understanding of safety concepts or in her ability to 
distinguish between feeling safe from unsafe. Ava’s mother further reported a 92  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
decline in Ava’s knowledge of personal safety and in her identification of a 
supportive network of safe adults. Similarly, Billy’s mother reported that she had not 
observed any improvements in Billy’s ability to distinguish feeling safe from unsafe. 
She reported decrements in Billy’s awareness of different feelings, knowledge of 
personal safety and preparedness to communicate concerns with her. However, 
Billy’s mother reported improvements in Billy’s recognition of early warning signs, 
identification of a supportive network of safe adults and ability to distinguish 
between feeling safe from unsafe.  
Across all summative findings, these results tentatively suggest that the 
implicit prompting of multiple-choice items revealed preliminary learning of skills, 
but parental observations and children’s responses to the applied questions indicated 
that skills such as recognising safe from unsafe situations, selection of a network of 
safe adults, safety themes, ways of disclosing unsafe events and persistence in 
seeking help had not been solidified.  
 
Triangulated Summary of Evaluation Outcomes 
In this summary, it is important to start by acknowledging that parental 
satisfaction surveys indicated that parents were satisfied with the service they 
received. Also, it is important to be mindful that this evaluation considered a niche 
sub-clinical and small sample of children who would not usually be considered in 
outcome research for prevention of abuse. Nevertheless, they are real clients who 
received a real service from a highly respected and experienced agency. The results 
of this evaluation, therefore, are principally considered in relation to this group of 
families and the service provider. Nonetheless the three iterations included in the 
evaluation, bolster confidence for more general inferences about the use of universal 
prevention of abuse programs with targeted populations of ‘at risk’ children.  93 
 
 
As expected, children came into the PB program with different 
vulnerabilities. These areas of vulnerability were seen in aspects of children’s 
ecological environments, sense of safety, resilience and adjustment to interpersonal 
violence, as well as in specific areas of knowledge and beliefs about personal safety. 
Usually this detailed information would not have been collected by or available to 
the participating service provider. The kaleidoscopic appraisal of contextual, 
formative and summative outcomes of this program evaluation suggests that the PB 
program did not adequately address these areas of vulnerability.  
In drawing this conclusion, it is important to acknowledge the 
participating organisation’s difficulties in implementing a new culture of evaluation 
in the context of the challenges they already faced in offering the PB program in a 
local community setting. Challenges such as client attrition and competitive funding 
for programs, which limit staffing resources, are widely acknowledged as problems 
in community settings (Kazdin, 1996, Kazdin, Holland & Crowley, 1997; Plummer, 
2001). In addition, successful implementation and evaluation of any intervention 
program hinges upon the development of clear program goals and objectives, as well 
as the availability of resourcing (Hawe, Degeling & Hall, 1990). Despite an 
invitation to conduct this study, limited staffing resources meant that the evaluation 
procedures were an imposition to staff and appeared to tax their already limited 
resources. As well, the constraints imposed by the service provider on independent 
contact between me and participants meant that all communication with participants 
went through the service manager, a part time staff member at this service.  
While recruitment of participants into clinical research is a common 
challenge, the lack of routine service evaluation procedures, including staff’s 
confidence in presenting the evaluation agenda to parents accessing the service, led 
to missed opportunities for data collection. As well, while the existing program 94  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
manual and facilitator evaluation questionnaire provided by the participating 
organisation offered some direction toward their broad program objectives, their lack 
of specificity in this respect limited the scope of strategies available to evaluate this 
program. Moreover, insufficient time allocation for evaluation procedures and less 
than optimal scheduling of these sessions resulted in a substantial amount of missing 
data. 
In most instances, the service provider’s assessment of safety within 
families was consistent with children’s reports about their own sense of safety. All 
children reported feeling safe and protected at home and school. There were, 
however, three children who did not report the acute risks in their home 
environments (Mia, Sam and Ryan). They were siblings from a family immersed in 
chronic levels of domestic violence, substance abuse and possible physical and 
sexual abuse of these children and their three other siblings, all of whom were 
apprehended from their parents’ care during their participation in the PB program. 
This family illustrates the complexities involved in vulnerable cases and the 
importance of information collected about children from multiple sources. For 
instance, the use of a Short Form version of the California Healthy Kids Survey with 
Mia, Sam and Ryan failed to measure what it was designed to measure and, 
therefore, calls into question the validity of this questionnaire with other children. It 
may be that Mia, Sam and Ryan had no alternative life experience that could enable 
them to distinguish between safe and unsafe environments. Yet, it may also reflect, 
that they were fearful and/or unwilling to share information about safety at their 
home, especially in the context of an ongoing investigation and their parents’ 
disputes with the Department for Child Protection. This finding suggests that asking 
children about their sense of safety using a questionnaire, where there is acute risk of 
substantiated harm, is unlikely to provide a composite and accurate impression of 95 
 
 
their familial environment. Delineating the particular aspects of children’s familial 
and external environments, using the RQ, was more enlightening than asking them 
about global perceptions of safety.  
Seven children (of nine who completed the RQ) indicated some level of 
disruption to their sense of resilience. Five of these children reported difficulties 
accessing external support (from family members, teachers, and family friends). 
Furthermore, frequently reported compromised features of the children’s sense of 
resilience included: considering self as a liked/loved person; being valued by others 
as worthwhile; caring and helpful (internal resources); able to communicate with 
others particularly in seeking help (interpersonal/social skills); and reasonable risk 
taking.  The lack of normative data about how children typically perceive their own 
resilience, as well as the validity of resilience constructs, upon which the RQ 
measure was developed (see Grotberg, 1997), places substantial constraints on any 
further and more specific interpretations of children’s responses on the RQ. For this 
reason a normative study of factors underpinning resilience with primary school 
aged children was undertaken. This study is described in Chapter Ten in Part Three.  
When asked about behavioural changes in the month prior to the start of 
the PB program, using the Parent Observation Questionnaire, parents revealed that 
each child behaved in ways indicative of both positive adjustment and difficulties 
adjusting to experiences of sexual abuse/domestic violence. The most frequently 
reported behavioural changes were in nightmares (five children had fewer 
nightmares; three children experienced more nightmares); sleep (three children 
showed improved sleep; three children were sleeping less); and compliance with 
parents’ instructions (three children more compliant; four children less compliant). 
Reductions in the frequency of bedwetting, more approaches for affection with 
parents and improvements in eating/appetite were reported indicators of positive 96  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
adjustment.  Parents reported that five children had displayed greater fear of 
strangers during this period, indicating adjustment difficulties.  
Further information about children’s functioning pertaining to their pre-
sexual development and body awareness (CKBAQ) indicated that the five children 
referred for issues of sexual abuse, frequently experienced difficulty with 
psychosomatic complaints; engaged in destruction of toys or property; showed 
difficulty concentrating; were withdrawn; and displayed poor social boundaries. The 
most frequently reported ‘pre-sexual’ behavioural concern included experiences of 
fear, shame and guilt in relation to the private parts of their body, concerning 
sexualized activities or gestures and advanced sexual knowledge. An interesting and 
consistent pattern to emerge from conversations with parents were the causal 
attributions they made between their child’s sexual abuse and changes in their child’s 
interpersonal and pre-sexual development, even with behaviours usually seen as 
typical (e.g. body curiosity while bathing). Pre-sexual development was a particular 
aspect of children’s lives that received disproportional attention from parents and 
practitioners in the context of sexual abuse. These observations point to the 
importance of developing an understanding of age-typical trends in development to 
carefully integrate into formulations of a child’s behaviours. For this reason, pre-
sexual body awareness, knowledge and behaviours in typically developing primary 
school-aged children were examined in Chapter Eight of Part Three of this thesis.  
The specific nature of the parent-child relationship, following a child’s 
disclosure of abuse, was also explored. Used to identify congruence and divergence 
in these perspectives, results from CPQ and RBQ indicated that the greatest degree 
of congruence between parent and child reports were for behaviours and 
conversations that were general features of the parent-child relationship. For 
example, the child was: hugged and kissed by a parent; helped to feel safe; loved; 97 
 
 
and taken to do fun things. Sources of divergence were usually represented by 
differences in frequency ratings (i.e. sometimes vs. always) and typically involved 
more unusual behaviours and conversations that were specific to the context of 
abuse. For example, the child was: told they were brave to talk about what had 
happened; told their feelings were normal; told with time things would improve; 
invited to speak about anything that happened to them and that their parent would 
listen. A distinct limitation, however, in using the CPQ and RBQ to capture dynamic 
exchanges between parent and child was that the measures were not parallel, making 
comparison of responses difficult. Confidence in the fidelity of parents’ and 
children’s responses on the CPQ and RBQ questionnaires were further diluted, at the 
service providers request, by omitting, from these questionnaires, the stated context 
of abuse or interpersonal violence about which parents and children offered their 
responses.  
Yet, the context of children’s experiences of sexual abuse is likely to be 
important for a fulsome appreciation of how children progress through programs. A 
contextual appreciation of families participating in this study reveals heterogeneity in 
their vulnerability.  Aside from typical challenges in applied research, there are 
additional and unique circumstances challenging the research process when 
participants are families affected by abuse.  Many families will present to services in 
denial, may reject the service case formulation, and/or be ambivalent about 
cooperating in intervention plans (Carr, 2004; Kazdin & Nock, 2003; Littell & 
Garvin, 2005). For example, Ella’s mother presented to the program as emotionally 
labile and attended erratically. Mia, Sam and Ryan’s parents completed all 
questionnaires together, at the father’s insistence, and only enrolled three of their six 
children into the PB program. At times these parents were open to discussion about 
their fighting, but showed no preparedness to discuss the impact their interpersonal 98  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
violence might have had on their children’s emotional, behavioural or psychological 
development. Moreover, the fact that there was no service provision to engage these 
parents into a therapeutic program meant that these issues could not be explored with 
them.  The organisation’s lack of operational procedures to address these known 
engagement barriers may be associated with the number of sessions they missed and 
their inconsistent participation in evaluating the program’s outcomes. 
Systematic lack of policy and operational procedures about inclusion 
and exclusion criteria for the PB  program was problematic twice during the 
evaluation period. Lack of a clear inclusion policy and assessment schedule 
resulted in two children being removed from the program. Removing families mid-
way through an intervention plan mid-way through, is often confronting for parents 
who are presented with information that their child was unable to cope. In addition, 
this experience is potentially stressful and/or viewed as a failure experience for the 
child and can be disruptive to group processes for other children. Avoiding such 
situations is possible with appropriate assessment of behavioural, cultural 
(language) and developmental capabilities of children prior to intake, followed by 
careful matching of implementation strategies (group delivery of the program or 
individual administration of it) to a child’s competencies and vulnerabilities 
(Kazdin, 2005a; Mash & Hunsley, 2005).   
Laconic attempts to understand and employ strategies that addressed 
particular challenges faced by families were also reflected in ongoing problems with 
engagement. For children, a lack of context and boundaries associated with their 
participation in the program appeared to manifest in collective experiences of un-
contained anxiety, as exhibited in hiding behaviours, disruptive play and separation 
anxiety from parents. The specific vulnerabilities among this group of children, who 
were thought to have been affected by inappropriate interpersonal contact of some 99 
 
 
kind, probably makes learning program concepts about safety and interpersonal 
interaction more difficult than it is for general populations of the same aged children. 
That the PB program was delivered in a de-contextualised way is likely to have 
further hindered their learning. This young group of children displayed more 
difficulties integrating safety concepts than is evident in other evaluations of 
personal safety prevention programs that are run with universal populations of 
children (e.g. Conte et al., 1985; Jacobs et al., 1995; Plummer, 2005).  
The disappointing rate of acquisition of knowledge about core principles 
of the PB program may be due to the abstract level at which target concepts and 
themes were delivered to children in the program. Moreover, there was no evidence 
to suggest that older children learned more than younger children, suggesting that 
even for older children the level of abstractness of program concepts were out of 
their developmental reach. Indeed, the evidentiary base suggests the importance of 
discrete and concrete learning targets to improve children’s learning (Tutty, 2000). 
Evaluations of various prevention programs consistently indicate that young children 
have problems learning abstract concepts, relative to concepts taught concretely 
(Conte et al., 1985; Hazzard et al., 1991; Jacobs et al., 1995). For example, Tutty 
(2000) reported that the majority of children did not learn many abstract concepts, 
such as the idea, or risk of, being touched inappropriately by a familiar adult or that 
children are permitted to assertively protest against uncomfortable touch. Moreover, 
staff discomfort about holding abuse-specific conversations with children led to a de-
contextualised approach to the PB program, which meant that children were given 
the responsibility of determining in what situations these protective skills, might 
apply. The non-specific program manual used by the participating organisation also 
offered facilitators little guidance about program delivery and compromised program 
fidelity. There was little direction for how to deliver activities, information about the 100  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
learning objectives underpinning activities, or instructions on ways to engage and 
manage groups of children.   
Lack of clarity in the program manual may also have contributed to lack 
of clarity in previous attempts to monitor program outcomes. Prior to the current 
evaluation, the organisation had relied upon facilitators’ appraisal of knowledge 
gains. Yet, in this study, facilitators were found to consistently over-estimate the 
extent of children’s learning. This finding casts doubt on the validity of inferences 
drawn from staff’s estimates of children’s learning throughout a program, and 
especially highlights substantial ethical concerns when risk assessment reports for 
legal proceedings (usually in custody disputes) are generated on this basis alone 
(Goddard, Saunders, Stanley & Tucci, 1999). Indeed event in the current study, the 
organisation’s avoidance of providing an abuse-specific context for their program 
also constrained the design of measures specifically assessing children’s 
understanding and application of target objectives. 
The multifaceted impact of children’s development on the success of 
strategies used to deliver the PB program is another example of a de-contextualised 
approach to intervention. The omission of an ‘inbuilt’ behaviour management 
strategy is an example of failing to consider child development in the program 
design or delivery. Behaviour management is developmentally important for young 
children (Sanders, 1999) and, especially, when working in groups with children 
whose life experiences are likely to impact on their engagement in structured 
activities (Landreth, 2002a). Another observation was that children appeared to 
benefit, at different times, from the peer group and the individual attention of a group 
facilitator, but these strategies were not exploited in any systematic way.  
What these findings suggest, in light of the poor acquisition of program 
specific and general knowledge concepts, is that how facilitators deliver concepts to 101 
 
 
children has important influence on their ability to integrate personal safety 
information and then produce protective responses to threat. The impact of poor 
delivery and variable (across facilitators) delivery of program concepts was evident 
in the poor rates of children’s knowledge acquisition. It is easy to underestimate the 
complexity of prevention concepts (Tutty, 2000) and this was reflected in the 
conceptualisation of this PB program. As represented by its manual, the PB program 
provided facilitators with limited direction in terms of how to present and link 
concepts together and to facilitate multiple opportunities for behavioural rehearsal of 
skills. Limited time in which to do this (i.e. five sessions) also impacted on 
outcomes. The abstractness of the two program themes: we all have the right to feel 
safe at all times and nothing is so awful we can’t talk about it with someone, is 
unlikely to have any real world application for 4-7 year-old children. Not only were 
children in the current evaluation unable to independently recite the words of these 
two themes, they were also unable to express the underpinning conceptualisation. 
That these two themes were not picked up by children runs contrary to a core 
delivery strategy of the PB program, called theme reinforcement.  
Moreover, while the PB  strategy of ‘Protective Interrupting’, 
recommended in the program’s training and manual, was not engaged in the current 
study as no child initiated a disclosure of abuse, yet, this is potentially an abrupt way 
to address children who initiate these difficult conversations. Protective interrupting 
involves interrupting a child who initiates a disclosure to defer them to a private 
environment in order to continue the conversation, either immediately or after the 
session. It is embedded within the PB program to address issues of confidentiality, 
over-exposure of information and risks of secondary traumatisation of other child 
participants. Children presenting to this PB program however, unlike in universal 
populations of children (for whom this strategy was devised), were all thought to 102  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
have experienced some form of interpersonal violence or inappropriate touching, and 
may have struggled in their previous attempts to speak about these experiences. 
While encouraged by the PB program to disclose information about feeling unsafe 
and to persist in these disclosures, children were not provided with a readily 
available private avenue that could sensitively facilitate such conversations. Lack of 
this opportunity probably increases the risk of either a child’s decision not to 
disclose unsafe experiences, or a child’s attempt to disclose in the context of a group 
with other children. Neither of these potential outcomes is satisfactory.  
Furthermore, the absence of clear expectations and roles for parental 
involvement was another example of a de-contextualised approach to intervention 
with this young and vulnerable group of children. While some parents spoke with 
their children about their enrolment in the program prior to its commencement, the 
effectiveness of these conversations for setting a frame or context for the skills 
learned is largely unknown. Ambivalence in parental participation was reflected in 
the rate of attrition in session attendance and parental views that the service didn’t 
address their needs. The inclusion of a pilot parenting program in the final iteration 
resulted in full attendance by the two participating families, and is therefore 
recommended for future and similar intervention programs.  Clarification of 
expectations for attendance at every session may also improve program fidelity, as 
the apparent sequential nature of learning objectives does not translate well in an 
open group process. 
 
Summary. Microanalysis of the data revealed that children largely did not 
benefit from their participation in the PB program, which was evidenced in limited, 
if any, knowledge gains of program specific concepts as well as limited impact on 
improving children’s general beliefs about touch. While general concepts about 103 
 
 
appropriate touch improved after their involvement in the program (e.g. sharing a 
hug and kiss with a liked adult or seeking help from a doctor when a child is hurt or 
from a security guard when lost) children maintained some faulty beliefs, and some 
showed confusion in beliefs. Furthermore, many of the faulty beliefs in children’s 
responses after completing the PB program were abuse-specific. For example, a 
child should ‘just keep quiet’ if someone makes them feel uncomfortable by walking 
in on them having a bath and that children ‘should always keep secrets’. 
Additionally, confusion was evident, in the belief that boys are not as vulnerable to 
inappropriate touch compared with girls. These findings were consistent with 
program specific knowledge outcomes.  
While every child demonstrated some enhancement in their knowledge of 
targeted protective behaviours after completion, no child demonstrated an awareness 
of all, or even most, of the targeted material taught in the PB program. Moreover, 
after completion seven children showed decrements in some area. For example, their 
inability to adequately assess safety, or to identify an extra-familial network of safe 
adults, or recognise that disclosure of an event is a safe response in situations where 
they feel unsafe, suggests that participating children would be unlikely to utilize 
these skills in daily life. Indeed, despite the degree of missing data, findings from the 
WIQ that measured children’s application of protective behaviours to threat 
scenarios, mirrored findings from the CKAQ-III and CKQ. Furthermore, parental 
observations were also consistent with these findings, indicating that the PB program 
had minimal impact the on development of children’s protective skills. 
Triangulating the formative evaluation with a nomothetic appreciation of 
summative outcomes for a series of case studies of children’s progress through the 
PB program, highlighted the critical importance of including a content evaluation, as 
well as understanding the culture in which the intervention takes place (i.e. content 104  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
and process). These summative findings possibly exhume the particular 
vulnerabilities of this group of children, revealed in the contextual appraisal of cases, 
which related to their prior experiences of interpersonal violence or inappropriate 
touch, their age, sense of resilience and safety and range of symptomatic behaviours. 
However, despite these vulnerabilities, the PB program did not address the context of 
their intervention or the developmental capacities of the participating children.  
Core delivery strategies were thought to have adversely influenced these 
summative outcomes: (i) limited time devoted to each concept; (ii) attrition from 
sessions; (iii) an open group inclusion policy, despite the sequential nature of 
learning targets across sessions; (iv) limited direction for engaging children; (v) 
limited behaviour management; (vi) limited behavioural repetition of skills within 
sessions; and (vii) sidelining parents from the intervention process, which meant 
reducing opportunities for behavioural rehearsal of skills at home.   
The finding that this group of children learned less than half of the core 
concepts is consistent with previous evaluation research of prevention programs that 
also report marginal knowledge gains compared with control conditions (Conte et 
al., 1985). Yet contrary to previous research and to my expectations from the outset 
of this evaluation, age did not appear to mediate outcomes. Mia, Ryan and Zoe were 
the children who achieved the most positive outcomes and they were aged, seven, six 
and four years, respectively. Moreover, Billy, who was seven years of age, did not 
notably outperform the children aged four years. This suggests that the PB program 
did not adequately target the cognitive maturation of children under the age of seven. 
Indeed, the lack of differentiation in outcomes for different aged children, also 
suggests that the program did not better match the cognitive maturation of even the 
eldest children. Finally, while the lack of children’s knowledge of protective 
concepts after their completion of the program suggests that the PB program failed to 105 
 
 
meet its stated objectives, that parents indicated they were satisfied with the service 
received for their child, raises a number of ethical concerns about the continued use 
of this program with vulnerable children.  
 
CONCLUSIONS AND RECOMMENDATIONS 
The intuitive appeal of offering vulnerable children and their families 
some level of Protective Behaviours education, as an alternative to no intervention at 
all is challenged by this evaluation. The PB program implemented with this young 
sub-clinical group of children proved inadequate in achieving its target objectives 
and, after completing the PB program, children’s risk of inappropriate touch was not 
alleviated. Confidence that, following their participation in the PB program, children 
might be able to call upon a range of protective skills if they were to encounter future 
threat was not supported by the results from this evaluation. Limited attention to 
service and therapeutic engagement strategies was a major formative finding and 
was also reflected in the disappointing summative outcomes.  
A greater focus on therapeutic engagement is likely to improve outcomes 
for future programs. Programs centred on the family and child could conceptually 
involve a greater commitment to understand and assess the unique and ecological 
perspectives of children and their families, including the challenge to “just turn up”. 
This attitude stands in marked contrast to attitudes about this vulnerable and hard to 
reach population as being “chaotic”, “problematic” and “difficult”. Engagement into 
services must involve power differentials between family and clinician to be 
addressed explicitly, with participation in the program to be negotiated flexibly, 
where expectation from and of the family is discussed openly (McCormack, 2003).  
Families in this evaluation presented as desperate for, and appreciative 
of, support services, while concurrently finding it difficult to commit to attendance 106  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
and to engage in the intervention context. The issue of participant drop out in child 
and adolescent interventions is common and seriously compromises outcomes for 
children and programs (Kazdin, 1996; Kazdin et al., 1997). There are a number of 
routine program strategies requiring evaluation in future research that may help 
facilitate families’ transition into intervention. Initial consultation with both parents 
and children, that outlines what can (and cannot) be achieved sets a frame for 
understanding the rationale for target components in program, and how they meet 
or match the context of participants (Karver, Handelsman, Fields, & Bickman, 
2005).  
Ongoing strategies employed within sessions, both for children and 
parents that elucidate boundaries (e.g. behavioural reward systems), safety and 
control (i.e. children controlling their own levels of participation by allowing them 
non-verbal access to session breaks) is likely to increase level of attention and 
reduce anxiety. For instance, a context-specific approach to early intervention may 
improve children’s engagement in the program’s process by establishing a clear 
context for understanding and applying targeted skills. Systematically providing 
children with access to both individual adult attention and peer-group interaction 
could further enhance opportunities for children to engage in program concepts. 
Individual practitioner-child segments, which arrive at predictable times during 
each session, could address issues of safety, over-exposure and confidentiality in 
abuse-specific conversations, especially if children are given permission from the 
outset to raise issues of abuse during those segments. Carefully matching the nature 
of activities with these group and individual segments may also enhance their 
learning (Stone, 2007). Systematic attention to matching the type of activity or 
program concept in delivery strategies has the potential to improve outcomes by 
clarifying: (i) estimations of time required for each activity; (ii) direction for 107 
 
 
facilitators about how to deliver program concepts to young children; and (iii) 
children’s interest and engagement in activities, because the activity itself has a 
clear structure and is presented confidently by facilitators.  
Hence, such a context-specific approach to intervention with these 
vulnerable children would encourage a sense of normalcy among group members, 
who share common experiences, as well as provide them with a clear sense of 
control about the degree of their participation (Debliner et al. 2001; deYoung & 
Corbin, 1994; Grotsky, Camere, & Damiano, 2000; Kruzeck & Vitanza, 1999; 
Trolley, 1995).  
Neglecting parents’ role in the PB program was another example of a de-
contextualised approach to this sort of work. Including parents in the intervention 
agenda has many advantages. At a pragmatic level it is like to increase their 
motivation to attend. Parental involvement is also likely to increase the likelihood for 
behavioural repetition or generalization of skills in the child’s everyday 
environments. Weekly between session phone calls with parents are likely to further 
enhance parent’s sense of connection and engagement with facilitators and program 
content, offering further opportunities to discuss therapeutic process, systemic 
influences, challenges, successes and redundancies affected by their participation in 
the PB program. 
Finally, the intervention process is likely to be further enhanced with 
supervision and routine sessional debriefing focused on furthering facilitative skills, 
divisions of responsibility and modifications to the conceptualisation of program 
concepts (Stone, 2007). The degree and intensity of issues and behaviours that can 
present in intervention services with children affected by abuse suggests that routine 
professional supervision be an integral part of program delivery, especially when 
novice practitioners are facilitating such programs. Moreover, issues of delivery 108  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
speed and fluency, clear and concise presentations of program concepts, point to a 
need for systematic division of facilitation roles with practitioners keenly familiar 
with program content. 
The methodological design, adopted in this evaluation of the PB program, 
helped to identify common sources of disjunction between a ‘real world’ application 
of a program and its description in the evidence base (i.e. the PB  program was 
intended as a universal prevention program, rather than a targeted intervention 
option). What emerged at this junction, from identifying discrepancies between the 
outcomes of this study and those described in the research literature, was the 
opportunity to develop a new approach to early intervention for these vulnerable 
children. Even with improvement, the PB program seemed unlikely to achieve the 
objectives of early intervention with abused children. This PB program is too uni-
dimensional and excluded too many aspects of the child’s life from the intervention 
agenda. At this time, the co-evolution of developing a new program approach and 
developing a practice driven evaluation framework unfolded.  
The current study is not without limitation. Study constraints 
foreshadowed in the earlier thesis preamble were considered carefully in the current 
evaluation design, and certainly in detail in subsequent chapters. Limitations 
included a small participant sample, no control group and limits associated with 
community research. The study was undertaken with a necessarily selected clinical 
sample. High dropout was evident and the consequential small numbers of young 
participants and their parents place constraints on the generalisability of findings to 
other populations of children. Moreover, the developmental maturity of participating 
children as well as their vulnerability underpinned the conservative interpretation of 
their responses to questionnaire data and interviews. Moreover, families’ 
vulnerability more generally at the time of their participation also challenged the 109 
 
 
veracity of parent-reported information. Such limitations require further 
consideration in research planning and design as discussed in Part Two of this thesis. 
Nonetheless, the current evaluation design was strengthened in several 
ways. Triangulation between data type (qualitative and quantitative); data source 
(child, parent and practitioner) as well as in the interpretation of findings (researcher-
practitioner, participant practitioners, and clinical supervisors) helped to address 
veracity of findings generated from a small sample of participating families. 
Furthermore, the dual tasks of practitioner and researcher in this PB  evaluation 
provided unique insights into the impact of therapeutic engagement on the 
effectiveness of this program to achieve its stated aims. It is unlikely that 
undertaking a strictly objective researcher role in appraising children’s performance 
on knowledge tasks would have facilitated the same opportunities to understanding 
the complexities of cases and service delivery with this vulnerable group of families. 
However, restrictions on my access to participants and the nature of conversations 
that was permissible by the service provider limited the extent to which context 
surrounding children’s participation in the program could be fully integrated into the 
evaluation.  
If left at this point, important information about existing services has been 
offered, but no future alternative program for these vulnerable children is provided. 
Such a co-evolving research and practice agenda, offers the possibilities of 
contributing a more individually responsive and self-sustaining program to the 
evidence-base. An approach to program design and evaluation that ensures the 
sessions themselves and the measures selected are developmentally targeted, 
mutually informative and not onerous, while being clearly linked to the principles 
and aim of the intervention program is required. While the PAR (Dick, 1993; 2006 
Kemmis & McTaggart, 2008) framework employed in this study, offered repeats for 110  Chapter Two: Evaluation of the Protective Behaviours Program 
 
 
ongoing iterative work, it did not offer direction for this work, or a framework to 
guide the exploration for future direction. Developmental Intervention Research 
(DIR, Thomas & Rothman 1994) in contrast, offers direction and is consistent with 
the PAR principles of continued monitoring for improvement and reflection. The 
development of a new approach to intervention and ways of evaluating its outcomes 
needed to be undertaken from the same philosophical approach to working with 
children and vulnerable groups, so that there is a firm fit between the intentions of 
programs and how outcomes are assessed. Part Two of this thesis will address both 
of these issues. Chapter Three will focus on the epistemological underpinnings of 
this evaluation process, Chapters Four and Five on the development of an alternative 
early intervention approach, and Chapter Six on its evaluation. The final chapter in 
Part Two will draw these research and practice experiences together in the 
formulation of the Child-Centric Intervention Research Framework.   
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The focus of this chapter is a discussion of the careful process of 
weighing methodological options described in the epistemological literature against 
the objectives, opportunities and constraints of clinical research (mentioned in the 
previous chapter) and practice with children. Attempts to reduce the disjunction 
between descriptions of outcome research and the clinical experience of facilitating 
interventions amplified the need to formulate a practice-driven approach to 
intervention research (Bergin, 1997; Garfield, 1997; Hawley & Weisz, 2002; Hogue, 
2002; Pearsons, 2006; Peterson, 2004; Weisz, Doss & Hawley, 2005).  
 
 
APPLIED RESEARCH WITH CHILDREN: CONFLUENCES AMONG 
ALTERNATIVE METHODS 
 
A careful appraisal of methodological options was undertaken when 
designing an evaluation approach, mindful of the many conceptual, paradigmatic, 
ethical and pragmatic challenges indentified both in my experience facilitating and 
evaluating the PB  program and by others who have written about the unique 
challenges of applied paediatric research. While a discussion about broad limitations 
attached to both positivist (using quantitative data collection and analysis) and 
constructivist (using qualitative techniques) epistemologies at this point in the thesis 
was considered distracting, a detailed discussion of these issues pertaining to the 
design of the child-centric intervention research framework proposed in this part of 
the thesis is provided in Appendix N.  
In the case of child abuse, which usually involves complex, 
overwhelming, multi-disciplinary and multi-dimensional ethical and emotional 
issues, the field has been criticised for seeking to discover simplistic solutions to 
complex problems (Goddard, et al., 1999). Consequently, psychology and, more 
specifically, clinical and counselling psychology appear to be in the midst of a subtle 
paradigm shift from a primary dependence on quantitative methods, which uphold   115 
 
 
positivist research designs, to a greater openness to mixing methods (Green & 
Caracelli, 1997; Johnson & Onwuegbuzie, 2004; McCall & Green, 2004; Ogles, 
Lunnen & Bonsteel, 2001; Peterson, 2004; Ponterotto, 2005; Teddlie & Tashakkori, 
2003). Increasingly, the wide range of methodological options available to the 
researcher are seen as synergistic, having complementary roles in a research cycle – 
especially when research stems from, or responds to, the needs of clinical practice 
(Aveline, 2006). While experimental methods may answer important questions for 
certain areas of psychology (e.g. psychophysiology), there is growing recognition 
that experimental methods are limited in their utility in applied areas of psychology 
or humanistic enquiry and provide limited direction to the principal consumer of this 
research, the practitioner (Peterson, 2004). Indeed, the findings from study one 
suggest that an intermediate and practice-driven approach to intervention 
development and evaluation is required for sexual abuse interventions with young 
children. Paterson (2004) suggests that an intermediate approach to research 
considers both nomothetic outcomes derived from positivist research designs as well 
as idiographically important details of clinical practice.  
 
The Research Context 
First, born from this earlier evaluation of the PB program, the explicit 
motivation for this developing research series was the simultaneous exploration of a 
new approach to intervention for sexually abused children and formulation of a 
credible evaluation framework. The evaluation process needed to be responsive to 
the complex needs of participating families, and be able to provide a valid appraisal 
of its multiple objectives. Second, the evaluation framework needed to be seamlessly 
embedded into clinical practice, commanding ongoing accountability through 
iterative and clinical monitoring of a child’s progress. Fueled by the burden of 116   Chapter Three: Building an Intervention Research Framework 
 
 
responsibility that befalls practitioners and researchers when considering the 
immense consequences that may accompany a child sharing information about 
abuse, careful consideration of ways to engage children safely in discussions/data 
gathering about their experiences was required. Third, clarity around the particular 
characteristics of the participating population needed to be explicated in the research 
design so that practitioners, children and parents could actively contribute to the 
research, allowing access to the intricacies of their life experiences and the nuances 
of their interpersonal exchanges.  
 
The Ethical and Pragmatic Context 
Decisions about what methodologies to adopt in the next phases of this 
intervention research series were influenced by a careful appraisal of ethical features 
of research designs. In the context of providing all participants with the best 
available standard of intervention, particularly as the focus was vulnerable and 
abused children (Freedman, 1987; Schwartz, Chesney, Irvine & Keefe, 1997) 
methodological concerns mixed with ethical concerns were raised when considering: 
(i) random assignment of children to blind and experimental conditions using 
randomised control trial designs that withhold intervention through waitlist or no 
treatment control groups; and (ii) arbitrary removal of intervention at tenuous 
periods in a child’s development and/or recovery, as in single case A-B-A-B designs.  
Furthermore, problems associated with over reliance on statistical 
methods requiring large participant numbers were considered, as it was 
pragmatically difficult to achieve such numbers with this niche population of young 
children who have been sexually abused or exposed to domestic violence. Indeed 
this pragmatic difficulty has been noted by others (Nurcombe et al., 2000). It may 
also be the reason that there are only eight empirically orientated outcome studies of   117 
 
 
treatment for children following sexual abuse, and that only two of these studies 
commenced with 100 or more participants – prior to drop-out (see Berliner & 
Saunders, 1996; Celano, Hazzard, Webb & McCall, 1996; Cohen & Mannarino, 
1996a, 1997, 1998; Cohen, et al., 2004; Deblinger, Lippmann, & Steer, 1996; 
Deblinger, Steer & Lippmann, 1999; Deblinger, et al., 2001; King et al., 2000). 
Finally, the anonymity engendered by experimental approaches to research, places 
each individual child participant at risk when participating in a program that may 
indeed do harm. Small case numbers therefore, need to be incorporated into the 
design of evaluations of new intervention programs so that there is methodological 
sensitivity to markers of change and sustainable development of an evidence base as 
an integral part of all practice.  
As a paediatric practitioner who values collaboration, the notion of a 
participatory process for conducting research was appealing to me. The advantage of 
being close to the data, afforded by my participation as a researcher-practitioner in 
the evaluation of the PB program, was an important feature of the methodological 
design for that evaluation. My participant status allowed me to access information 
such as children’s behaviour in the sessions and how activities were facilitated as 
well as allowing me to make observations about how parents were engaged into the 
service and then accommodated throughout. Accessing, and experiencing these 
process variables first hand, allowed children’s knowledge to be interpreted within 
the context of this intervention culture. Therefore, in formulating a methodological 
framework for intervention evaluations, to be used in the subsequent study, my role 
as a researcher-practitioner evolved as an important design feature.  
The dual aims of this research series, to develop a new approach to 
intervention  and to formulate a research framework to evaluate its outcomes, 
informed the inclusion of the next two methodological approaches that were 118   Chapter Three: Building an Intervention Research Framework 
 
 
synthesized in this framework. Namely, Developmental Intervention Research (DIR, 
Thomas & Rothman 1994) and Participatory Action Research (PAR, Dick, 1993; 
2006 Kemmis & McTaggart, 2008). PAR, underpinned by a mixed method approach 
to data collection and analysis was used in the evaluation of the PB program because 
this approach facilitates iterative monitoring of effectiveness and simultaneously of 
participant well being, which was a priority given the vulnerable participant group. 
However PAR did not offer direction in the research process. Hence, DIR was 
discovered in a review of the epistemological evidence base. Pragmatically DIR 
guides the research steps involved in designing a new program prototype. Merging 
the confluences among these two methodological approaches, within the overarching 
frame of reference of the participant researcher-practitioner, was thought to achieve a 
dynamic research structure that could guide the two broad aims of this research 
series. Each component of this model is described below. 
 
Participatory Action Research (PAR). PAR was selected to support or drive the 
iterative process of developing a new approach to intervention and to improve the 
conceptual relevance of research to practice. PAR is process focused. It offers 
refinement of programs through iterative and continual service review (see Dick, 
1993; Lewin, 1944 as cited in Dick, 2006; Kemmis & McTaggart, 1998). PAR 
introduces a framework that cycles through intervention (action), reflection, 
hypothesis generation, data collection/action, and analysis/reflection again. The aim 
of PAR is to evaluate the overall effectiveness of a program and each component as 
it progresses. This process is typically depicted as in Figure 3.1. This approach 
thereby allows the dynamic exchange between practitioners and their clients to 
contribute to a process evaluation of intervention delivery. Moreover, as its name 
suggests, PAR involves action and research. It facilitates iterative monitoring and    119 
 
 
 
 
Figure 3.1. Participatory Action Research Cycle 
 
responsiveness to a program’s impact on more concrete outcomes, such as a child’s 
learning. Given the vulnerabilities present in children affected by abuse, and the little 
that is known about children with sub-clinical symptom features (discussed in the 
next chapter), the development of a new approach to intervention aimed at meeting 
their needs is risky business. First, it is not clear what their needs are, and second, 
there is little to no evidence guiding practice of this sort. The iterative nature of the 
PAR approach is appealing as it allows this research process to tread carefully, in a 
series of small steps toward a larger aim – the development of an intervention 
program.  
At the centre of PAR is the use of multiple treatment iterations and the 
idea of testing theories and strategies by applying them to a needs assessment, then 
putting them into practice, evaluating their impact carefully as the program 
progresses and using results to refine future practice. It also makes use of immediate 
iterations of method and practice (Romasz, et al., 2004). PAR encourages 
examination of unintentional data, so missing data and null results are not limited to 
an ‘opt out’ clause describing participant non-completers, nor relegated to the bottom 
of the “file drawer” (Rosenthal, 1979). The particular vulnerabilities experienced by 
young sexually abused children are justification enough for iterative monitoring of 
outcomes. In addition, monitoring the impact of the intervention and the research 
process on the broader context of children’s lives, allows ‘in-time’ refinement of 
constraints rather than post hoc declarations of a program’s limitations. Therefore, 
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PAR responds to the challenge of achieving external validity in applied research by 
grounding the research process in the lives of its participants (Holstein & Gubrium, 
2008). Additionally, its participatory nature means that it is synonymous with 
participant observation of a research-practitioner.  
Finally, neglecting idiographic variables in applied research results in 
limited knowledge about process variables such as how and why interventions do or 
don’t work (Hogue, 2002). In the PB evaluation, even minimal examination of how 
ecological variables impacted on therapeutic process, pointed to the importance of 
measuring process variables in the program’s outcomes. Similarly idiographic 
analysis of participants in applied research allows focus on both participants who 
complete the intervention plan and, on those who do not. Indeed, there is high 
participant drop out of families presenting for intervention after child abuse 
(Macdonald, Higgins & Ramchandani, 2007). Process variables such as how families 
are engaged in the intervention agenda and what differentiates those who make 
marginal gains from those who benefit optimally, may indeed, provide vital 
information about intervention programs (Kazdin, 2005a; Kazdin & Nock, 2003; 
Littell, Alexander & Reynolds, 2001).   
 
Developmental Intervention Research (DIR). First described by Thomas 
and Rothman (1994) and later by Yoshioka (1999) and Meier and Comer (2005), 
DIR is a planned and systematic approach to “capturing innovation in direct practice 
[and] involves the design of a viable intervention prototype, a reiterative process of 
testing and refinement, and finally an evaluation of its effectiveness” (Yoshioka, 
1999, p115). A DIR approach was selected as appropriate for this research as it 
helped to achieve the dual aims of: (i) developing a new approach to intervention; 
and (ii) evaluating its outcomes contemporaneously. DIR offered a model that   121 
 
 
facilitated capturing the composite effectiveness of an intervention program as well 
as the relative contribution of each program component, as depicted in Figure 3.2. 
 
 
 
 
 
 
Figure 3.2. Developmental Intervention Research Framework 
 
The choice to use a DIR approach was born from the paradigmatic 
constraints of an over reliance on empirically orientated methods in applied 
intervention research for the following reasons (Cronbach, 1978 cited in Smith, 
1994). The application of intervention models and outcomes generated from 
experimental research has been burdened, fundamentally, in two ways. First, it is not 
always possible for practitioners to match the specificity of individual client need 
with intervention descriptions offered in experimental designs, because information 
obtained about group norms and variance does not lend itself to be 
compartmentalised for individual (idiothetic) application (Ogles, et al., 2001). 
Second, results from such experimental research are not easy to interpret: while 
statistical support may be produced on efficacy differences between intervention 
types, it neither offers information about clinical significance nor elucidates within-
group variation (Ogles et al; Stricker, 2002, 2006). For instance, finding that children 
did not demonstrate impressive knowledge gains after their involvement in the PB 
program, is only one side of the research coin. The range of contextual, service 
delivery and therapeutic engagement factors influencing this outcome, not only 
provide rich information for practitioners undertaking this work, but need to be 
considered in the published evidence base.  
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DIR is organised as a step-wise model for the development of human 
service interventions with the expressed purpose of both considering and reporting 
on all stages of intervention development and evaluation, rather than just its final, 
and apparently perfected, stages (Bailey-Dempsey & Reid, 1996; Thomas & 
Rothman, 1994). In so doing, it avoids the often brutal summation of symptom 
change in a study that may misinform practitioners about the why and how of 
therapy. This framework is confluent with the emergent  nature of an evaluation 
agenda in a new area of investigation such as the one involved in this research series. 
It offers capacity to capture complexity (idiographic) and draw generalised 
conclusions about outcomes (nomothetic), as an unfolding conversation that fully 
informs practitioners.  
DIR facilitates the process steps involved in developing interventions 
and in determining ‘why’ a component is successful or not. Such focus on process is 
especially helpful for practitioners applying interventions, which in this case needed 
to carefully consider the impact of children’s development on their capacity to learn 
targeted concepts, as well as understanding the impact of their experiences on 
intervention processes. These process steps include: (i) problem analysis - the crucial 
task of identifying and defining the needs of a participating population; (ii) 
information gathering and synthesis - identifying the availability of existing 
strategies to address the identified ‘problem’, starting with what already exists before 
embarking on something new; (iii) design of an early program prototype, in which 
the reporting of apparent failures may inform future prototypes but may also more 
fully inform future process for practitioners adopting a ‘final’ version; (iv) early 
development and piloting of the program prototype; (v) evaluation and advanced 
development of the program and/or methods of evaluation, given that these are 
inextricably linked; and finally, (vi) dissemination, which fulfils the intervention   123 
 
 
research objective to circulate a finalised product/ solution to key stakeholders 
(Thomas & Rothman, 1994).  
The complementary use of PAR and DIR means that a process 
evaluation can be undertaken at each developmental stage of the DIR model as 
represented in Figure 3.3.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
Figure 3.3.   Complementary use of Developmental Intervention Research, Action 
Research and Participant Observation Methodologies.  
 
Researcher-practitioner as a participant observer. The choice to infuse 
the participant observation methodology into this research design is also depicted in 
Figure 3.3. The inclusion of participant observation methodology stands in stark 
contrast to the distancing of practitioners from research in the existing literature and 
offers different opportunities for understanding the experiences of these children. 
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Smith (1994) argues that this allows the participant-observer, in this case the 
researcher-practitioner, to notice and test inferences about the effectiveness of 
components,  as well as identify contributing factors promoting and impeding 
effectiveness. Specifically, the context of psychotherapeutic interventions with 
children, who are cognitively and linguistically under-developed, has led to less 
reliance upon children’s self-report via paper and pencil tests, and greater emphasis 
on parent-report. However, if the researcher, who is also a trained practitioner, is 
used as a major instrument for collecting ‘data’, concrete outcomes, such as a child’s 
learning can be understood in the context of many nuances of childhood. This 
ethnographic methodology in study one, enhanced attention to idiographic 
assessment of each family and had capacity to provide a nomothetic appreciation of 
more than a few cases.  
Sensitivity to  the developmental capacity of four to seven year-old 
children and the context of vulnerabilities encountered by young children who have 
experienced abuse, requires, in my view, the research and intervention process to be 
both physically and emotionally safe. As a researcher faced with the challenge of 
developing a program protocol, it is helpful to know that children like to engage in 
peer group interaction as well as in activities that command the individual attention 
of an adult. It is also helpful to know that the activities facilitated in these domains 
are likely to be structured quite differently. As a researcher I am well informed by 
the evidence, that a behaviour management program will increase children’s on-task 
behaviour during sessions. I also know as a practitioner, that behaviour management 
increases children’s on-task behaviour because a good system explicates the 
boundaries and expectation for children’s participation. When a child is feeling 
scared, their knowing what comes next is important for alleviating their anxiety. A 
specialist participant observation methodology relevant to intervention research   125 
 
 
involves, as already discussed, the researcher-practitioner, who can uniquely engage 
their usual reflective practice within a relational frame with participants (Carnevale, 
et al., 2008; Meehl, 1969; Stricker, 2006; Stricker & Trierweiler, 1995).  
In study one participants included children, their families, program 
facilitators and service providers. Expert practitioners offered the possibility of 
representing a holistic perspective of intervention outcome and implementation, 
seeing it as a complex system that is more than the sum of its parts. The engaged 
relationship that developed between myself, as researcher-practitioner, and 
participants, enhanced the capacity to digest complexity in the data gathered. For 
example, parental disbelief often results in descriptions of non-offending parents as 
‘ambivalent’ about their child’s experience of sexual abuse (Plummer, 2006). Yet, 
disbelief and ambivalence are common features of shock and is common among such 
parents, who in the main also believe their child (Deblinger, Hathaway, Lippman & 
Steer, 1993; Pintello & Zuravin, 2001). Moreover, ambivalence is related to whether 
the abuse has been substantiated by authorities, the nature of the child’s and parent’s 
relationship with the offender and, age of the child. It is also likely to be temporally 
related to these factors rather than being static (Elliot & Carnes, 2001; Plummer & 
Eastin, 2007). A therapeutically engaged relationship between participants and the 
researcher-practitioner was critically important in study one, particularly in view of 
the responsibility that falls upon practitioners working with children who share 
information about abuse. The researcher-practitioner  methodology therefore 
influences the: (i) pace and nature of activities or conversations undertaken; (ii) 
questions that could be asked of a child; (iii) responses offered to the child and 
parent, including clarification of confidentiality and duty of care; and (iv) strategies 
for managing risk of over exposure in information sharing.  126   Chapter Three: Building an Intervention Research Framework 
 
 
Mahoney (1997) cautioned that the lack of ‘content expertise’ in a 
participant-observer is a potential pitfall to this ethnographic methodology. This is 
especially the case with a group of children and families, whose needs are often very 
complex and there is potential to do harm, which takes this work beyond the realm of 
professional experience of many non-practicing researchers. By taking advantage of 
the opportunity to directly access the nature of this work through my full 
participation in this process as a practitioner, the research frame could be extended to 
include culturally relevant nuances complementing the formal and objective 
measurement of outcomes typically included in research. Set within this relational 
frame, complex and rich information, embedded within the data gathered, could be 
exhumed for the purpose of empirical discussion.  
 
The Childhood Context 
Triangulation. A child’s immersion in rich relational context encouraged 
my decision to capture change in parent and child, as well as across families in each 
therapeutic group. The delicate ‘weighing of the evidence’ (see Berkowitz, 1997) 
generated from children, parents, practitioners, case workers and wider sources of 
the extended community, in study one, allowed for generalised conclusions to be 
drawn about the effectiveness of each program iteration. It also allowed the 
evaluation of the impact of each intervention program on the wider context of a 
child’s life.  
Denzin’s (1978) application of a surveying technique of triangulation to 
the applied sciences is a strategy that permits depth and breadth in analyses from 
multiple source and types of data, so as to draw complexity into contextually and 
clinically rich conclusions. The intricacies of engaging children, and the context of 
childhood, in an evaluative process means that deciding what type of data to   127 
 
 
triangulate is another challenge. Triangulation of data type (qualitative and 
quantitative) and its source (multiple participants) was informed by the 
developmental capacities of participating children and their systemic worlds, and is 
at the centre of the micro design of this emerging intervention research framework. 
An argument for mixed method evaluation, using multiple modes for data collection 
from multiple perspectives, as a means of capturing children’s progress through a 
program, is made next.  
 
Mixed Method Enquiry. The relational context of paediatric research and 
the developmental competencies of children present challenges in terms of how data, 
at a micro level, can be collected. For example, the fact that young children cannot 
yet read fluently necessarily influences the way in which questionnaires are 
administered. A dialectical mixed method approach to data collection was selected 
for this research series because it helps to accommodate the developmental 
capacities of young children in measurement. Mixed method research was seen to 
have the potential to: (i) uncover convergence or collaboration in findings; (ii) 
elaborate and enhance knowledge of ‘what works’ and ‘how’; (iii) see program 
development as a process of refinement; (iv) discover paradoxes and contradictions; 
and (v) expand the potential breadth and range of enquiry (Onwuegbuzie & Leech, 
2004). The mixed method approach to data collection, in study one, provided 
children and their parents with more opportunity to show who they were, what they 
could do, and what they had learnt.  
In mixed method vernacular, the quality of inferences made, from the 
triangulation of multiple findings, is a function of both design quality and 
interpretive rigour (Caracelli & Green, 1993; Teddlie & Tashakkori, 2003). 
Berkowitz (1997) suggests that emergent evidence must withstand checks of 128   Chapter Three: Building an Intervention Research Framework 
 
 
sturdiness (among alternative explanations), plausibility and confirmability. This 
research method involves consistency between procedures and the inferences that 
emerge; conceptual consistency with the known state of knowledge and theory; 
interpretive agreement across people; and interpretive distinctiveness or defensibility 
of interpretations against alternative explanation (Teddlie & Tashakkori, 2003). 
Mixed method investigations help researchers to better understand a particular 
research problem by triangulating numeric trends from quantitative data with 
specific details from qualitative data (Dixon-Woods, Argarwal, Jones, Young & 
Sutton, 2005; Hanson, Creswell, Clark, Petska & Creswell, 2005; McConney, Rudd 
& Ayres, 2002; Punch, 2002). The task for a dialectical mixed method enquiry is to 
ensure resulting knowledge claims are grounded in participants’ lives and enhanced 
by considering both unusual and representative cases through micro and macro 
lenses of analysis, even if accompanied by unresolved tensions (Green & Caracelli, 
1997, 2003).  
 
Repeated Measures Idiothetic Single Case Analysis: With the above 
factors in mind, a series design for single cases was seen to offer the opportunity to 
demonstrate both the clinical efficacy (internal validity) of an intervention as well as 
its effectiveness (external validity) for individual participants (Fishman, 1999, 2001, 
2005; Roth & Fonagy, 1996). Precise and unambiguous categorisation of 
participants; their symptomatology and intervention delivery was not the nature of 
children presenting to, or accepted into, the PB program. Indeed heterogeneity in 
participants was identified as one factor impeding formative and summative 
outcomes of the PB program and needed to be addressed in the formulation of an 
alternative approach to intervention. Yet, even if a more homogenous group of 
families are targeted in the development of a new program, children’s experiences   129 
 
 
and their attempts to cope are still likely to be diverse, making strict categorisation of 
participants unattainable. Similarly, others have argued that strict categorisation of 
participants does not reflect the bulk of clients seen in either adult or paediatric 
practice (Hawley & Weisz, 2002; Pearsons, 2006; Peterson, 2004). Excluding 
treatment non-completers from analysis is one way in which diversity is reduced 
among participants, yet failure to appraise the factors contributing to participant drop 
out reduces the validity of data, because treatment non-completers are not 
represented well by an evidence base that guides practitioners who work with them. 
In contrast, clinical practice involves drawing data complexity into case 
conceptualisations of the problems that have engendered a person’s entry into 
intervention, and the individual unfolding of their potential.  This neglect of 
idiography in the positivist and nomothetic tradition, presents as a point of 
disjunction between research and practice and highlights the need for an idiothetic 
approach to outcome evaluation.  
An appreciation of the impact of change on the lives of individual 
participants in outcome research “must be holistic – so that the cases themselves are 
not lost in the research process – and analytic, so that more than a few cases can be 
comprehended and modest generalization is possible” (Ragin, 1987, pp xiv). While 
applied psychology has largely promoted extensive analysis of many cases over 
intensive analysis of few cases, research with small case numbers has unique 
strengths that are difficult to create using conventional positivist techniques. 
Systematic case formulation, particularly in instances of clinically complex cases, 
offers flexibility to practitioners and applied researchers, in their decisions about 
intervention choice and their delivery that are both theory driven and guided by 
results from iterative assessment, rather than adherence to descriptions of 
standardized treatment protocols (Pearsons, 2006). Systematic aggregation of case 130   Chapter Three: Building an Intervention Research Framework 
 
 
studies provides benefit to practicing clinicians, by exploring and reporting on the 
nuances of therapy or a participant/client groups. It offers promise in integrating 
idiographic and nomothetic approaches to research that are sought in responsible 
practice (Peterson, 2004).  
While nomothetic analyses extract the most salient features of a sample, 
in isolation they obfuscate individual difference (Pervin, 1984). By contrast, 
idiothetic approaches to data collection, analysis and interpretive inference, first 
introduced by Lamiell (1981), seek patterns across individual profiles and allow 
focus on idiosyncratic cases that may be illustrative, exploratory or cumulative 
(Miles & Huberman, 1994). They offer the possibility to exhume diversity and 
complexity, allowing examination of qualitative differences among similar cases. So, 
combining idiographic and nomothetic measurement, as in Lamiell’s (1981, 1998) 
idiothetic approach, permits individual participant’s progress over time to be 
understood within the context of unearthing general attributes applicable across 
individuals.  Combining nomothetic and idiographic analyses serve a confirmatory 
function, while revealing new questions that may not have been raised from either 
level of investigation when used independently (Dunn, 1994; Tenenbaum & Bar-Eli, 
1992). By adopting this approach, the reciprocity seen in clinical practice, in 
practitioners’ efforts to understand both nomothetic and idiographic lines of evidence 
of ‘what works’ for a given client, can be mirrored in the research process (Herson, 
2002; Hillard, 1993; Stricker, 2006). At the heart of this idea is disciplined enquiry. 
Each clinical interaction is viewed as a research project based on what is known 
from the evidence base, how to apply a nomothetic understanding to individual 
clients, while simultaneously responding contextually and intuitively to a client and 
systematically observing the impact of the intervention (Stricker, 2006).    131 
 
 
Unlike statistical methodologies, idiothetic analysis does not represent 
difference in terms of deviation from a central tendency (Ragin, 1989). Instead, it 
encourages both the identification and explanation of behaviour that varies from 
common outcomes. With this in mind, greater detail in case portfolios will be needed 
in the next program iteration in the current research, to extract meaning drawn from 
what else is known about each child. Then, across-portfolio comparisons will be 
made for modest inferences to be made about general attributes of the participating 
sample. In this way, systematic case studies, while a pragmatic choice for this niche 
group, will also allow the research to deliberate nomothetically on both program-
specific and client-determined change outcomes. For instance, Part Three of this 
thesis calls upon empirical methodologies in the construction in instruments and 
appraisal of typical developmental trends. As well, to illuminate the change process 
idiographically, a contextual appreciation of each family will be undertaken (Tyson, 
1992).  
 
The Evaluation Context 
Summative and Formative Evaluations. Summative and formative 
outcomes can address both how and why a particular intervention did or didn’t work. 
That both sets of outcomes co-occur reflects the intrinsic and immediate relevance 
they have for one another. Given that programs can have both a positive and 
negative impact on a child’s life (Berliner & Conte, 1995; Davis & Gidycz, 2000; 
Dishion, McCord & Poulin, 1999; Henry, 1997), I decided to undertake, in both 
intervention studies reported in this thesis, a summative evaluation that principally 
focused on detangling the aspects of programs that enhanced or diminished a child’s 
capacity to cope with their experience.  132   Chapter Three: Building an Intervention Research Framework 
 
 
The summative evaluation, also called outcome or impact evaluation, 
investigates: (i) the extent to which the intervention achieved its stated aims; (ii) 
whether the intervention had uniform or variable success across participants; (iii) the 
effectiveness of each component of the intervention; (iv) whether the intervention 
had any unintended outcomes or impact; and (v) whether the intervention is 
replicable (Silverstein & Sharp, 1997). In fulfilling these multiple objectives, the 
evaluation can focus on a child’s ability to demonstrate learning of targeted program 
concepts and assess the impact of their participation in the program on their general 
beliefs about appropriateness of touch and interpersonal boundaries. While iterative 
monitoring of wellbeing is undertaken to address accountability and to ensure the 
program and evaluation procedures do no harm, iterative monitoring of knowledge 
offers a unique opportunity to track the developmental progression of a child’s 
integration of target concepts and skills.  
The decision was made to drive the summative components of this 
research framework largely by capitalizing on Bloom’s Taxonomy of Learning 
Objectives. Bloom’s taxonomy assesses three levels of knowledge integration: (i) 
recognition of relevant target concepts/skills (prompted responses); (ii) independent 
identification of relevant target concepts/skills (partially integrated knowledge); and 
(iii) applied knowledge (full integration of relevant knowledge). As in study one, 
only independent and applied levels of knowledge integration were considered 
markers of clinically significant change because they represent greater integration 
and generalisation of skills. Understanding the process of children’s learning and the 
degrees of integration is important for drawing inferences about whether a child is 
expected to be able to call upon skills in real life.  
A formative evaluation offers systematic assessment of the immediate 
and accumulative impact of intervention on the developmental changes of   133 
 
 
participants (Hogue, 2002). Despite the importance of sub-processes and context in 
intervention outcome, such variables are not usually subjected to evaluation by 
empirical methods. Indeed, others have noted that outcome research has tended to 
focus on front-end baseline assessment (and participant selection) and the back-end 
of programs (Hogue, 2002). Despite the advances in child and adolescent 
psychotherapy research, important issues about how applied research translates into 
clinical practice and, how statistically significant changes translate into the everyday 
life of children’s functioning, has not been adequately resolved (Kazdin, 2005b; 
Kazdin & Nock, 2003; Nock & Ferriter, 2005). Nowhere is this issue more evident 
than in study one, where multiple interpretations could have been made from 
findings if formative data had been available to rule out the most ‘obvious’ 
explanation. Wampold (2001) as well as Lambert and Ogles (2004) arrived at a 
similar conclusion – that while much psychotherapeutic outcome research has 
yielded similar findings (i.e. psychotherapy works) the differences between 
treatment techniques or approaches are usually negligible (accounting for 15% of 
change variance) while common factors, expectancy and extra-therapeutic factors 
account for the remaining 85% of change variance. Therefore, the triangulation of 
summative and formative data was included in the emerging intervention research 
framework, because the culture of intervention is thought to shed critical light on 
program outcomes.  
Indeed, questions of intervention process can inform issues related to 
impact, facilitator and participant behaviours shape summative outcomes, and 
participant characteristics may help predict differential responses (Hogue, 2002). 
Furthermore, clinical experience underpinned my view that a detailed appreciation of 
the effectiveness of a program’s content is mediated by the culture of its delivery. 
Hence, in the formative evaluation, systematic observations about procedures for 134   Chapter Three: Building an Intervention Research Framework 
 
 
administering program content and observations of therapeutic process were 
undertaken in the evaluation of the PB program and will again be made in the next 
study reported in this thesis. Process and implementation variables can be assessed 
and embedded within a contextual appreciation of each participant. The early 
evaluation of  the PB program informed this process by helping to (i) identify and 
address known obstacles of access, recruitment and retention of participating 
families in this population; (ii) identify the need for, and formulate ways to delineate, 
through multi-modal assessment, the unique dimensions of each family’s 
vulnerability and protective resources; (iii) address the needs to train either 
practitioners and/or a research team in program evaluation as much as program 
delivery; and (iv) set the evaluation goals and identified units of analysis that would 
fulfil our decision to be accountable and ethical.  
 
CONCLUSIONS 
While there are many possible, and often splintered, methodological 
options available to address different aspects of evaluation questions involved in 
research with young and vulnerable groups of children, in isolation these methods 
were thought to fall short of leveraging the depth of understanding that could be 
afforded by their synthesis. This was especially the case in the emergent nature and 
multiple questions that needed to be addressed following the evaluation of the PB 
program. Moreover, methodological choices were informed by constraints 
commonly found in applied community based research, for example small sample 
numbers and a commitment to ethical obligations of clinical research. Nonetheless, 
by deciding to exploit the confluences among the two macro-level research models, 
namely DIR and PAR, both program development and iterative evaluation of 
programs in this research series could be uniquely synthesized and underpinned, at   135 
 
 
every level of analysis, by key practice values of ethics and accountability. The next 
step is to use the developmental aspects of this research framework to guide the 
formulation of a new approach to intervention with sexually abused children, 
followed by a careful appraisal of its outcomes. In order to help guide reading of 
what elements are highlighted in subsequent chapters and how they contribute to this 
research aim of developing a new approach to intervention and a map of the research 
process will be offered along with chapter titles.   
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The decision to develop an alternative intervention for sub-clinical 
groups of sexually abused children was undertaken, because the findings from the 
evaluation in study one, did not support the use of the PB program with this group of 
children. Moreover, the uni-dimensional conceptual underpinnings of the PB 
program did not appear able to address the complex needs of families, even with 
refinement. The development of a new approach to early intervention with a young 
and subclinical population of children who have experienced sexual abuse was 
guided by the process stages outlined by Rothman and Thomas (1994) in their 
‘Developmental Intervention Research’ model. A summary description of the factors 
influencing the impetus to develop a new approach to intervention with this group 
will be put forward in this chapter, followed, in Chapter Five, by a description of the 
Little Steps: An Early Protective Intervention for Sexually Abused Children and their 
Families program that was subsequently developed in this research series. Despite 
the discussions undertaken in this thesis about some of the limits of methodological 
and epistemological differences in applied research with children, development of 
the  Little Steps program involved critical consideration of this evidence-base. 
Moreover, review of many therapy guides and manuals, ranging from specific texts 
about treatment after sexual abuse, as well as general literature about play and group 
therapy with children (e.g. Briggs & McVeigh, 2000; Cohen et al., 2006; Deblinger 
& Heflin, 1996; Grotsky et al., 2000). For brevity, the empirical literature base is 
reviewed in this chapter.   
 
CONTEXT FOR PROGRAM DEVELOPMENT 
The impetus to develop a new approach to intervention grew from two 
important findings from the evaluation of the Protective Behaviours program (PB) 
reported in Chapter Two of this thesis: (i) there was a client need for targeted 
intervention for children considered ‘at risk’ of sexual abuse and/or its sequelae; (ii)   
 
139
the PB program did not achieve many of its stated objectives; and (iii) that groups 
mixing children with substantiated sexual abuse and suspected sexual abuse 
prevented targeted intervention for substantiated cases. This research review will 
focus on substantiated, although not in any way denying the need for children at risk.  
Understanding the epidemiological characteristics of children affected by 
sexual abuse helps in interpreting the ecological context of families presenting to 
local services, such as the PB program, and in shaping an intervention approach that 
may better meet their many needs. For example, many of the families who presented 
to the PB program were self-referred at the suggestion of the Department for Child 
Protection, because children did not meet the symptom entry criterion for mental 
health services. Indeed, immediately after the discovery of sexual abuse, up to 40% 
of children present with few or no symptoms (Finkelhor & Berliner, 1995; McLeer et 
al., 1998, Molnar, Buka & Kessler, 2001). Yet, the existing longitudinal research 
suggests that 10-20% of children in this subclinical category of sexually abused 
children will deteriorate over the following 12-18 months (Finkelhor & Berliner, 
1995; Glaser, 2002; Putnam, 2003). While the decision to deliver a universal 
prevention of abuse program with this subclinical group of abused children is 
challenged by the findings in the earlier evaluation and by others previously (e.g. 
Glaser, 2002), the presence of a ‘sleeper effect’ in the development of difficulties in 
adjustment to sexual abuse encouraged another review of what might work for 
targeting this group for proactive intervention.   
Findings from the evaluation of the PB  program suggested that 
heterogeneity in children’s experiences is the reality for local service providers. 
However, some homogeneity, at least in abuse type, is critical for allowing a more 
targeted, contextualised approach to intervention. Hence, the decision to pursue 
sexual abuse intervention, rather than including children with a range of abuse 140     Chapter Four: Development of the Little Steps Program  
  
 
backgrounds, was made. Group facilitators in the PB study, who had varying degrees 
of therapeutic experience, also expressly identified the benefits of a manualized 
approach to group intervention. The nature of community based services also means 
that relying upon the clinical experience of senior psychologists, social workers and 
psychiatrists is not always possible. In addition, the PB evaluation identified that 
non-offending parents were a somewhat neglected group, who required support in 
their own adjustment to sexual abuse and in their efforts to facilitate the best 
developmental future for their children. Consulting the evidence base for guidance in 
the development of a new approach to intervention is represented in phase two of the 
DIR framework. The first step toward developing an evidenced based approach to 
intervention with these children, involved triangulating: (i) the previous evaluation 
findings of the PB program; with (ii) the prevention of abuse research, reviewed in 
Chapter Two; with (iii) the treatment research, to be reviewed in this chapter; and 
with (iv) other contexts in this work which were considered important, such as the 
role of the parent-child relationship, culture and child development.  
 
CHILD SEXUAL ABUSE OVERVIEW 
Sexual abuse in childhood is an insidious, persistent and serious problem 
with deleterious consequences (Banyard, 2003; Banyard, Williams, & Siegel, 2001; 
Glaser, 2002; Johnson, 2004; Nelson et al., 2002; Putnam, 2003). The average 
prevalence of sexual abuse is approximately 10-15% of children and it is a 
significant risk factor for psychopathology in childhood and adulthood (Briere & 
Elliot, 2003; Glaser, 2002; Paolucci, Genuis, & Violato, 2001). Paolucci et al.’s 
(2001) meta-analysis, comprising 35 studies and 25,367 people, found that 
posttraumatic stress disorder, depression, suicide, problematic sexual behaviour, and 
compromised academic performance were common high risk outcomes after child   
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sexual abuse. In addition, their research confirmed earlier theories that the pathways 
to psychopathology are multiple (Kendall-Tackett et al., 1993); that there does not 
appear to be a homogenous ‘syndrome’ (Green, 1993) and that outcomes for children 
following sexual abuse are embedded within the complex ecologies that surround 
them, such as familial environments (Conte & Schuerman, 1987). In addition, there 
is emerging evidence of neurobiological effects of child sexual abuse, including 
hypothalamic-pituitary-adrenal axis and catecholamine responses, as well as changes 
in cerebral volume with these effects appearing to emerge about five years after the 
abuse (Glaser, 2000, 2002). While there is evidence to suggest psychosocial 
intervention may moderate the impact upon these neurobiological systems 
(Cozolino, 2005; Van der Kolk, McFarlane & Weisaeth, 1996), early intervention to 
prevent the onset of abuse related psychological symptoms may in fact also serve to 
prevent or minimise psychobiological abnormalities (DeBellis, Keshevan & 
Karenski, 2001).  
Despite early reports of sexual victimisation of children, the scientific 
study and formal recognition of child sexual abuse has its historical origins in the 
feminist movement of the 1970’s, with an explosion of published research emerging 
in the 1980’s (Glaser, 2002). Consequently, practices for investigating reports of 
sexual abuse and intervention practice are guided by a relatively young evidence 
base (Ramchandani & Jones, 2003). In addition, issues of child sexual abuse, by 
nature of the experience, make identifying and responding to it quite different from 
other forms of child maltreatment or psychopathology (Goodman-Brown, Edelstein, 
Goodman, Jones, & Gordon, 2003). For example, a range of supportive interventions 
has been developed in response to physical abuse and neglect, including individual 
and group therapies for children, as well as non-offending parents and perpetrators. 
These include parent-training programs and home-visiting programs for families 142     Chapter Four: Development of the Little Steps Program  
  
 
identified at risk (Daro, 1994; Emery & Laumann-Billings, 2002). Moreover, 
intervention for physical abuse, especially, is usually targeted toward addressing 
inappropriate adult behaviour toward the child that is indicated in physical harm or 
failure to thrive (Daro, 1994). In contrast, prevention and treatment programs for 
sexual abuse are most often directed toward the child’s behaviour (e.g. MacIntyre & 
Carr, 1999; Tutty, 1997; Cohen & Mannarino, 1998; Deblinger, Stauffer & Steer, 
2001).  
Much like neglect and emotional abuse, which are difficult to identify, 
the true prevalence of sexual abuse is unlikely to be accurately measured for reasons 
relating to a child’s inability or reluctance to disclose the abuse (Johnson, 2004; 
Paine & Hansen, 2002). Moreover, there are often no physical indicators that abuse 
has occurred. Consequently, investigations of suspicions and allegations of sexual 
abuse are complex (Goddard et al., 1999). Intervention options for children after 
sexual abuse reflect these complexities, especially with children whose experiences 
have not been substantiated by a statutory authority. They must navigate meeting the 
child’s needs while being mindful of the myriad legal issues that may be 
simultaneously unfolding. For example, Glaser (2002) warns that while children 
need validation and can benefit from group intervention, because it offers an 
alternative to the secrecy, shame and isolation of the abuse experience, it may also 
compromise investigatory proceedings for children providing testimonial evidence.  
The complexity of these multiple contexts (i.e. children’s preparedness to 
talk about their abuse experience, the role of non-offending parents, perpetrators and 
legal issues)  confronts practitioners and researchers when they are deciding what to 
do, with whom and when. For research, these contexts impact upon participant 
recruitment, program fidelity and rates of participant drop out (Nurcombe et al., 
2000). It is also likely that these factors influence the derivation of the two principal   
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approaches to responding to sexual abuse: universal prevention of sexual abuse (as 
reviewed in Chapter Two) and treatment of its psychological sequelae. The 
challenge for this research series and, for me as a practitioner who was exposed to 
the needs of a sub-clinical and at risk group of children, is to develop a hybrid early 
targeted intervention program. Such a hybrid program needs to be conservative 
enough to avoid hindering other important investigatory/legal proceedings and yet 
contextualised enough to produce positive outcomes for children.  Evidence of a 
‘sleeper effect’ among this sub-clinical group, and the limited existing early 
intervention options, provides justification for exploring an early intervention 
program designed to: (i) facilitate the development of coping skills in children’s (and 
their parent’s) emotional and cognitive regulation, as well as open communication 
about abuse experiences; (ii) clarify and normalise feelings about abuse and its 
sequelae; (iii) educate non-offending parents about coping skills and parenting 
practices that support adjustment to these events; and (iv) train personal safety skills 
to prevent re-victimisation (Cohen et al., 2006; Deblinger et al., 1996). A brief 
overview of the broader sexual abuse treatment research base is presented first to set 
a background for navigating a more detailed review of the literature on intervention 
options for young sexually abused children and a context for the choices I made 
about the design of a new program and to set (described in Chapter Five).  
 
TREATMENT AFTER CHILD SEXUAL ABUSE 
A review of treatment outcome research following sexual abuse looks 
quite different from the prevention of abuse research base. Rarely is a child’s (or 
parent’s) knowledge of therapeutic concepts measured and/or their capacity to 
demonstrate learned skills in applied simulations in the treatment outcome base 
(Macdonald, et al., 2007). Indeed, only a few validated child self-report measures 144     Chapter Four: Development of the Little Steps Program  
  
 
about the impact of abuse on their functioning are available for use with school aged 
children, and there are even fewer for younger cohorts of children. For example, the 
Children’s Impact of Events Scale is available for children from eight years of age, 
although is not specific to sexual abuse (Wolfe, Gentile, Michienzi, Sas, Wolfe, 
1991); and the Child Depression Inventory is for use with children older than seven 
years (Kovacs, 1992). Consequently, authors of prominent outcomes studies for 
treatment after sexual abuse have developed ‘purpose built’ questionnaires for 
targeted research questions (e.g. Cohen & Mannarino, 1996a; King et al., 2000; 
Mannarino, Cohen & Berman, 1994). Traditionally, these treatment research studies 
have focused, as does most paediatric treatment research, on parent-reports of 
symptom change for the range of psychological, emotional and behavioural sequelae 
of sexual abuse (e.g. Trauma Symptom Checklist for Children, Briere, 1996; Child 
Behaviour Checklist, Achenbach, 1991).  
This research base suggests the most empirically supportable approach to 
treatment after abuse involves trauma-focused cognitive behavioural treatment 
(CBT) (Berliner & Saunders, 1996; Celano, et al., 1996; Cohen & Mannarino, 
1996a, 1997, 1998; Cohen et al., 2004; Deblinger, et al., 1996; Deblinger, et al., 
1999; Deblinger, et al., 2001; King et al., 2000). However, the advanced standing of 
CBT has been principally influenced by the disproportional prevalence of published 
efficacy research for mental health conditions, compared with the ‘air time’ given to 
other treatment modalities in paediatric treatment (Nurcombe et al., 2000). 
MacDonald et al.’s (2007) meta-analysis found that while there was an average 
benefit of CBT intervention for sexually abused children, many effects were not 
significant. Macdonald et al. concluded that the evidence that CBT is the treatment 
of choice is more equivocal than its proponents have suggested. In addition, while a 
number of treatment protocols have been proposed, only a few have received any    
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substantive evaluations (Putnam, 2003).  
Nonetheless, in the past 10 to 15 years there has been an increase in the 
number of empirically based studies about the impact of treatment on symptom 
sequelae for children after sexual abuse, as well as a closer examination of 
differential outcomes of treatment modality and the influence of contextual factors. 
However, this evidence base remains small. MacDonald et al. (2007) viewed only 10 
studies (from 1996 to 2004) as meeting the review criteria for their meta-analysis. 
These studies compared treatment type (e.g. Cohen & Mannarino, 1996a, 1997, 
1998, Cohen, Mannarino, Berliner & Deblinger, 2000; King et al., 2000); mode of 
delivery (group vs. individual, Deblinger et al., 2001); and child only, parent only 
and parent-child interventions across different age groups (Corcoran, 2004; 
Deblinger et al., 1996). While generally findings suggested that CBT was superior to 
non-directive therapy alternatives, few differences between group-delivered and 
individual therapy were found and greater efficacy was attributed to therapy that 
directly involved the child.   
Earlier studies provided preliminary support for the use of cognitive and 
behavioural approaches for symptom reduction after sexual abuse, such as targeting 
Finkelhor and Browne’s (1985) traumagenic beliefs (e.g. Celano et al., 1996) and 
stress inoculation and exposure techniques with the aim of reducing anxiety 
(Berliner & Saunders, 1996). Other studies have used trauma-focused cognitive 
behavioural approaches and have found these to be effective (e.g. Cohen & 
Mannarino, 1996a, 1997, 1998; Cohen et al., 2004; King et al., 2000). Of this small 
research base, only three studies included children younger than eight years of age 
(i.e. Cohen & Mannarino, 1996a/1997; Deblinger et al., 2001; King et al., 2000). 
Cohen and Mannarino (1996a, 1997) reported the first empirical evaluation of a 
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children after sexual abuse (86 three-to six year-old children). They found their 
short-term  individual CBT treatment group (eight to 12 sessions) showed 
significantly greater alleviation of PTSD symptoms, internalizing and externalizing 
behaviours, than children in the non-directive supportive therapy (Cohen & 
Mannarino, 1996a). These outcomes were maintained at one year follow-up, with the 
exception of sexualized behaviour (Cohen & Mannarino, 1997). Notably, these 
findings related to parent-reports of children’s symptoms, while no difference in 
affective impact of abuse was found between the treatment groups using the only 
child-report measure. Moreover, the author’s noted that children’s self-report ratings 
of symptomatology were low at baseline assessment, relative to their parent’s report 
of symptomatology.  
Deblinger et al. (2001) compared group CBT (11 sessions) with 
supportive group therapy (ST) in a cohort of sexually abused children, aged two to 
eight years (n=44) and their parents. Parents were engaged in group CBT or ST. 
Children’s group work did not notably differ in content between the two programs. 
They differed only in delivery method. That is, CBT was behaviourally orientated 
while ST was didactically focused. Unlike in Cohen and Mannarino’s (1996a) study, 
outcomes were measured principally through parent-report. In both programs 
children were reported to have made significant improvements in PTSD and 
behavioural symptoms.  Effect sizes were generally larger for children in the CBT 
group. However, the only significant difference in outcomes between groups was in 
children’s knowledge of personal safety skills, measured using the What If Situation 
Test (Sano & Wurtele, 1997), described earlier in Chapter Two. It is interesting that 
parents who participated in the CBT program reported significantly greater 
improvements in the frequency of intrusive thoughts about their child’s sexual abuse 
and reduction in abuse related distress, relative to parents in the ST condition.    
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What these findings seem to suggest is that CBT might be effective with  
two-to three year-old children, yet a more cautious interpretation is warranted. What 
and how cognitive behavioural concepts were targeted or delivered in these studies 
in respect to the youngest members of this group, two and three year-old children, is 
not clear. The difference in cognitive, emotional and language development of two 
year-old children compared with eight year-old children is marked (Harris, 2004). 
Two-year-old children typically have 150-300 words in their vocabulary, principally 
made up of nouns with few prepositions or pronouns, and have only begun to string 
words together, typically alternating between babble and intelligible speech (Harris). 
In contrast, eight-year-old children have begun structured learning at school, are able 
to speak in full sentences and follow multiple-step instructions, will share ideas and 
develop opinions about their world (Perret-Clermont, Carugati & Oates, 2004). It is 
difficult to comprehend, as a practitioner, how cognitive behavioural concepts might 
be reliably delivered to two year-old children at all and certainly in a uniform 
manner with older children up to eight years. Such findings are illustrative of the 
lack of idiography in experimental approaches to applied psychology, in which the 
methodological framework is unable to accommodate these developmental 
considerations, critically relevant to practice. 
Similarly, using another large age range of participants, King et al. 
(2000), in the only Australian study I could find in my review of the literature, 
randomly assigned 36 five-to 17-year-old children and adolescents to a waitlist 
control group or one of two CBT protocols (individual child or child-parent therapy). 
Constrained by limited power, no significant differences between individual child-
CBT and child-parent CBT were found. Despite this constraint, the researchers 
reported significantly greater reductions in PTSD, fear and anxiety symptoms for 
children in CBT programs, compared with those in the waitlist control group and 148     Chapter Four: Development of the Little Steps Program  
  
 
noted that it seemed important to include children’s caregivers in the intervention 
program. No analysis of difference, between participant age, was reported leading to 
the inference that a standardized CBT program was delivered to all children within 
this age range and was uniformly successful in reducing PTSD, fear and anxiety 
symptoms.  
In other research, Cohen and Mannarino (1998), using a narrower age 
range, randomly assigned 49 seven-to 11-year-old children to either trauma focused 
CBT or non-directive supportive therapy. While symptoms of depression were 
significantly reduced for children in the CBT program, compared with those in the 
non-directive supportive therapy program, anxiety, internalizing and externalizing 
behaviour did not differ between the groups. Significant reductions in depressive 
symptoms have also been found by others after CBT for sexually abused children 
(e.g. Berliner & Saunders, 1996; Deblinger et al., 1999).  
More recently, Cohen et al. (2004) in a multi-site study compared 229 
sexually abused children and adolescents aged eight to fourteen years, randomly 
assigned to either trauma focused CBT or to child-centred therapy. The children 
participating in CBT were reported to show greater reduction in PTSD, internalising 
and externalizing behaviour, depression and shame. They also showed improvements 
in attribution style, compared with children in the child-centred condition. ANCOVA 
analyses found no significant moderating effects of gender, race, ethnicity and 
children’s age. In addition, parents involved in the CBT program reported significant 
improvements in parental depression, abuse-related stress, in parenting practices and 
support for their child.  
Cohen, Mannarino and Knudsen (2005) also reported one year follow-up 
outcomes for 82 sexually abused children and adolescents aged eight to fifteen years, 
randomly assigned to either CBT or non-directive supportive therapy conditions. It is   
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unclear if this sample also participated in Cohen et al.‘s (2004) multi-site study 
mentioned above. Among treatment completers, children partaking in CBT 
evidenced greater reduction in anxiety, depression, sexual behaviour and dissociation 
six months after treatment, than children in non-directive supportive therapy. The 
author’s noted that in both treatment conditions, there were significant time effects 
for both groups, and symptoms for children in the non-directive supportive therapy 
group also improved after treatment. Twelve months after treatment, children who 
participated in CBT showed significantly less PTSD symptoms and dissociation than 
children in non-directive supportive therapy (Cohen et al., 2005).  
MacDonald et al.’s (2007) meta-analysis, which included two PhD 
dissertations (not available to me) by Burke (1987) and Dominguez (2001), 
concluded that while many studies showed “average” benefit of CBT relative to 
supportive therapies (i.e. effects averaged across studies), random effects analysis 
found most comparisons between the two therapies were not significant (cited in 
MacDonald et al.). Average decreases in symptom level were found for depression, 
PTSD and anxiety (MacDonald et al.). Mixed results were found for the impact of 
CBT on sexualized behaviour, with two studies reporting increases in sexual 
behaviour (Berliner & Saunders, 1996; Deblinger et al., 2001) and three studies 
reporting decreases in sexual behaviour (Cohen & Mannarino 1996a/1997; Cohen & 
Mannarino, 1998; Cohen et al., 2004). Similar findings were reported for 
externalizing behaviour. Consequently MacDonald et al.’s (2007) analysis of mean 
differences showed no evidence of an average benefit of CBT on externalizing or 
sexualised behaviour. Improvement in parental belief of their child’s disclosure of 
abuse (Celano et al., 1996; Cohen et al., 2004), reductions in parent’s emotional 
reaction to abuse (Cohen et al., 2004; Deblinger et al., 2001); and improvements in 
behaviour management in parenting (Cohen et al., 2004; Deblinger et al., 1999; 150     Chapter Four: Development of the Little Steps Program  
  
 
Deblinger et al., 2001) were related to CBT. No studies were reviewed by 
MacDonald et al. for the impact of CBT on future offending behaviour or for 
parent’s knowledge and skills.  
Some of these mixed findings in the evidence base on treatment outcomes 
for sexually abused children may be attributed to methodological difficulties and 
differences among the studies (MacDonald et al., 2007). Apart from Berliner and 
Saunders (1996), Cohen et al. (2004) and Deblinger et al. (1999) who included 154, 
229 and 100 participants respectively, all other studies have small participant 
numbers. Many other studies have substantial participant dropout at various phases 
during intervention. For example, Cohen and Mannarino (1996/1997) reported a loss 
of 19 children at post-test and a further loss of 24 children at one year follow-up (of 
86 children or 50%) leaving their sample with 43 children at follow-up; and Cohen et 
al. (2005) reported an overall loss of 33 children (of 82 or 40%). Across these 
studies, the average participant dropout rate is 35.5% ranging from 10 – 50% (i.e. 
Berliner & Saunders, 1996; Celano et al., 1996; Cohen & Mannarino, 1998; King et 
al., 2000). MacDonald et al. argued that the reasons behind treatment non-
completion and participant exclusion are poorly documented. MacDonald et al. 
suggest there is a need for greater observational data targeted toward attrition in ‘real 
world’ clinical settings. Such data could shed critical light on issues confronting 
families in their decision to participate in treatment and/or applied research, as well 
as how symptoms develop and attenuate over the course of treatment (MaDonald et 
al.). 
Summary. The most salient finding from this evidence base is that CBT is 
emerging as a treatment of choice for the psychological sequelae of child sexual 
abuse. However, externalizing behaviour symptoms, such as sexualized behaviour, 
have generally remained resistant to change, even in CBT programs. Moreover, little   
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information is given about the relative effectiveness of treatment components in 
CBT interventions (Cohen, et al., 2000) or whether there are differences in treatment 
outcomes for different age groups. In addition, most studies were small in scale, yet 
psychometrically evaluated, and reported difficulties with participant retention. It is 
notable, that the extant of this research relied upon parent reported outcomes, and for 
studies that included child-report measures there was inconsistency in finding 
between parent’s and children’s perceptions of symptoms (e.g. Cohen & Mannarino, 
1996). In addition, no process evaluations were reported in the studies reviewed and 
the impact of child development was not systematically examined, with many studies 
including young children and adolescents within the same treatment conditions and 
failing to consider age groups separately in reports of study findings.  
 
RELATIONAL CONTEXT OF TREATMENT AFTER SEXUAL ABUSE 
The relational context of paediatric intervention was another important 
consideration in the development of the current early intervention program. The 
process of engaging families into the service and throughout the PB program, 
evaluated in Chapter Two, had many problems. These included problems retaining 
clients, difficulties in engaging children in a de-contextualised approach and limited 
engagement of parents into the intervention agenda. Moreover, problematic 
engagement resulted in limited knowledge gains after children had completed the PB 
program. Yet, the relational context of childhood suggests that the role of parents in 
intervention programs for children is an integral part of treatment planning (King et 
al., 2000).  
Parent participants in the PB  program evaluation raised a lack of 
acknowledgement and attention to their acute needs. Parents who participated in the 
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emotional support in coping with the impact of sexual abuse on their child, family 
and wider social circles; (ii) behaviour management strategies for both abuse related 
and general behavioural difficulties; (iii) help in understanding sexual abuse from 
their child’s perspective; and (iv) support to alleviate their own distress about their 
child’s sexual abuse. These parents highlighted that non-offending parents play 
multiple roles and that their own needs, especially, as individuals coping with sexual 
abuse, often go unsupported. Indeed, there is often the expectation of non-offending 
parents, usually mothers, to call upon resources of personal strength and stability 
while they are admits a crisis that is likely to diminish their decision-making abilities 
(Plummer & Eastin, 2007). Moreover, Plummer (2006) reported that as well as 
predicting poor maternal outcomes, mothers’ rumination and attention to symptoms 
of distress mediate the impact on outcomes of abuse severity, maternal history of 
sexual abuse and life stressors on negative maternal outcomes. While many salient 
variables, such as chronicity or physical intrusiveness of abuse, may not be amenable 
to change, parents’ rumination and similar unhelpful cognitive coping styles have 
been consistently found to be responsive to treatment in adult populations (Barlow, 
2004; 2007).  
In addition to the benefits for parents of receiving professional support 
while learning to cope with abuse, sexually abused children also demonstrate better 
long term outcomes if their parents are able to sensitively recognise and respond to 
behavioural difficulties (Corcoran, 2004). While some studies have reported that 
mediating variables, such as chronicity of abuse, severity of abuse and the child’s 
relationship with the perpetrator, are strong predictors of outcome (Cohen & 
Mannarino, 1996a, 1996b; Conte & Schuerman, 1987; Deblinger, et al., 1999; 
Feiring, Taska and Lewis, 1998; Oates, O’Toole, Lynch, Stern & Cooney, 1994; 
Putnam, 2003, 2006) others have found that maternal support is a stronger predictor   
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of post-abuse adjustment than the nature and duration of sexual abuse (Everson, 
Hunter, Runyon, Edelsohn & Coulter, 1989; McClure, Chavez, Agars, Peacock & 
Matosian, 2008). To illustrate, McClure et al. (2008) found in a group of university 
students who were sexually abused in childhood, that family conflict and cohesion 
accounted for more variance in wellbeing outcomes than their age when sexually 
abused, severity of the abuse, or their relationship with the perpetrator.  
There are also examples in treatment outcomes research where parents’ 
responses to their child’s sexual abuse have been successfully targeted by 
intervention (e.g. Celano et al., 1996; Cohen et al., 2004; Conte & Schuerman, 1987; 
Deblinger et al., 1999; King et al., 2000). While many of the treatment protocols 
used in this research include parent components (e.g. Cohen et al., 2004), Deblinger 
et al.(1996) included parent training and targeted differences in outcome between 
various modes of delivering CBT to families affected by child sexual abuse. They 
aimed to examine both child and parent outcomes after completing CBT, which 
included parent training. Deblinger et al. compared 100 seven-to thirteen year-old 
sexually abused children and their non-offending mothers, who were randomly 
assigned to either a child-only, parent-only, parent-child CBT program or a 
community control group.  Families allocated to the child-only or parent-only CBT 
groups attended 12 weekly sessions of 45 minutes. Families allocated to the parent-
child CBT group attended 12 weekly sessions of 80 to 90 minutes, but in the early 
phase of combined parent-child treatment, children were seen alone for about the 
first 45 minutes of each session. The treatment programs were consistent across 
groups. Child intervention comprised three modules: (i) coping skills training; (ii) 
gradual exposure and processing; and (iii) education and prevention skill training 
(Deblinger et al., 1996; Deblinger et al., 2001). The parent intervention also included 
three modules: (i) education and coping skills; (ii) communication, modelling and 154     Chapter Four: Development of the Little Steps Program  
  
 
gradual exposure; and (iii) behaviour management. There were greater reductions in 
parental depression, parenting skills, degree of children’s depressive symptoms and 
externalising behaviour for families assigned to CBT groups that involved parents 
(i.e. parent-only and parent-child groups), relative to child-only CBT group. 
However, child PTSD symptoms showed greater improvements in treatment 
conditions that involved children (i.e. child-only and parent-child groups), compared 
with the parent-only CBT group. In addition, these symptom reductions were greater 
for the CBT groups involving children than for children in the community control 
group.   
Reviewing these families two years later, Deblinger et al. (1999) reported 
that improvements in externalising behaviour, anxiety and PTSD symptoms were 
maintained for children who participated in child only or parent-child CBT and 
improvements in parenting practices were maintained for parents who participated in 
parent-child or parent-only CBT. Results from this study were supported by 
MacDonald et al.’s (2007) meta-analysis which suggested that, across studies 
involving parents in treatment, showed benefits in enhancing parental acceptance of 
their child’s disclosures about abuse, in correcting attributions about their child’s 
behaviour and in addressing parents’ emotional reactions about their child’s sexual 
abuse and training behaviour management skills (e.g. Celano et al., 1996; Cohen et 
al., 2004; Deblinger et al., 2001).  
The findings across these studies suggests, that there are benefits to 
including children and parents directly into interventions for alleviating depression, 
anxiety and PTSD symptoms in symptomatic children and in improving parent’s 
attributions about their child’s disclosure of abuse, alleviating their distress and 
improving their ability to manage children’s behaviours. Moreover, two longitudinal 
follow-up studies (Cohen & Mannarino, 1997; Deblinger et al., 1999) suggest that   
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many of these benefits are maintained one and two years after the completion of the 
intervention.  
Deblinger et al.(1996) argues that there are also potential benefits to 
broadening the scope of parental involvement to include parent-focused intervention 
targets. After all, a common intergenerational risk factor for abuse is familial, often 
maternal, history of sexual abuse, which could be one area of targeted intervention 
(Putnam, 2003). Yet, like mothers participating in King et al.’s (2000) study, many 
mothers do not access counselling for these earlier experiences and this may impact 
on their emotional availability to their child, especially when parents are confronted 
with difficult memories in therapy (King et al.). The quality of parental support for 
children may also be affected by other social variables, such as support from family 
and friends, that are important to consider in intervention planning.   
Additionally, it is likely that the quality of parental support of children 
shares a non-linear relationship with coping outcomes for children. Indeed, the 
parent-child dyad relationship may influence children’s coping and be influenced by 
symptoms in children, especially externalised behaviours. For example, parental 
depression/distress may impacts upon a parent’s response to their child’s disclosure 
of abuse and its emotional sequelae. These responses may be of disbelief, which is 
known to be associated with children’s emotional and behavioural difficulties 
(Cohen & Mannarino, 1996b). Children’s emotional and behavioural difficulties also 
can present as obstacles for parents’ to achieve closeness with their child (Cohen & 
Mannarino, 1996b).  
  Disbelief and ambivalence, are common features of shock, and are 
common among parents of sexually abused children (Plummer & Eastin, 2007). 
Despite this, research has found that most non-offending parents will believe their 
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Zuravin, 2001). Moreover, ambivalence may be temporally related to whether the 
child’s experience of sexual abuse was substantiated by authorities, the nature of the 
child’s and parent’s relationship with the offender and the age of the child (Elliot & 
Carnes, 2001; Plummer & Eastin, 2007). Other social issues that influence outcomes 
for some children and their families include maternal psychiatric histories, substance 
misuse, criminal behaviour and social isolation (Leifer, Kilbane, Grossman, 2001; 
Leifer, Shapiro & Kassem, 1993). These findings implicate what is targeted in 
intervention and how outcomes are measured
3, providing justification for a 
contextual appreciation of families as they enter and progress through programs to 
provide a rich picture of all relevant pieces of information.  However, these 
inferences, especially about the impact of ambivalence on parenting and coping, 
have been drawn mostly from mothers. Non-offending fathers’ response to their 
child’s sexual abuse and their potentially important role in the intervention has not 
systematically been explored (Elliot & Carnes, 2001).  
 
GROUP TREATMENTS AFTER CHILD SEXUAL ABUSE 
The relational context of interventions with children generally, includes 
peer-group, parent-child and child-only intervention options, this applied especially 
to sexually abused children. Some studies reviewed earlier are also included in this 
section and for brevity will only include information from these that draw out details 
relevant to this section on group treatment.  
Studies involving groups have been varied. While there are descriptions 
of group-CBT identified in the literature, these have not been systematically 
compared with individually administered CBT program (e.g. Deblinger et al., 2001; 
                                                      
3 It should be noted again at this point that over-reliance on parent-report should be avoided. In study 
one, distortions in parent interpretation of their child’s behaviour was found in some cases. Parents 
are an important source of information, but not the only relevant perspective.    
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Stauffer & Deblinger, 1996; McGain & McKinzie, 1995; Stevenson, 1999). For 
example, some studies report group-therapy as an adjunct to family therapy (e.g. 
Hyde, Bentovim & Monk, 1995; Nolan et al., 2002), others have reported parallel 
and child group programs that involve play therapy for child participants (Hall-
Marley & Damon, 1993) and more recently CBT group programs have been 
described by others (Deblinger et al., 2001 Stauffer & Deblinger, 1996). Deblinger et 
al. (2001) for instance, reported that group-based CBT delivered with parallel groups 
of parents and children was more effective across outcomes (parent and child 
outcomes) than either child-group only or parent-group only treatments. However 
the authors did not compare these groups to children who participated in individual 
treatment.  
Much like the research reviewed earlier detailing individual therapy, 
studies involving group treatment for sexually abused children have also tended to 
incorporate wide age ranges of children, despite the fact that teenagers are likely to 
contribute to and experience group therapy quite differently to the young child. 
Moreover, like most research in this field of study, many studies had small samples. 
For example, Hyde et al., (1995) randomly assigned 47 four-to sixteen-year-old 
children in either family-only therapy of family therapy with adjunctive parent and 
child group therapy. These authors reported greater improvements in outcomes 
following family therapy if parents and children adjunctively participated in group 
therapy.  
Nolan et al. (2002) compared 36 children between six and seventeen 
years of age, who were assigned to either individually delivered therapy or to 
individual therapy with adjunctive group treatment. Both groups showed significant 
improvements in symptoms as measured by the Child Behaviour Checklist and Child 
Depression Inventory. However, there were no differences in treatment outcome as a 158     Chapter Four: Development of the Little Steps Program  
  
 
function of treatment group except for the ineffectiveness subscale of the Child 
Depression Inventory where children in the individual + group therapy approach 
showed greater improvement. However, as this study involved individual therapy in 
both conditions, inferences about the comparative efficacy of group versus 
individual intervention cannot reliably be drawn. 
  In another study, Trowell et al. (2002) randomly assigned 71 six-to 
fourteen-year-old children to either focused individual psychotherapy or group 
psycho-education. Parents were not directly included in therapy for either condition, 
but were offered either individual sessions fortnightly with a social worker, or parent 
and carer group meetings. The focused individual therapy comprised 30 weekly 
sessions of 50 minutes. The first five sessions were broadly allocated to rapport 
building, 15 sessions focused on issues of sexual abuse or other relevant issues, and 
10 sessions were allocated to the ‘closing’ process. Comparatively, the group 
program, which was co-facilitated by two therapists, usually comprised five children 
who met for 18 weekly sessions. The duration of sessions was not reported. 
Individual therapists were provided with a checklist of relevant topics that could be 
raised at a time relevant to the child. In other words this approach involved child-
directed content. In contrast, therapists facilitating groups, were given program 
manuals, worksheets and activities to follow for each session, and gave opportunity 
for children to address relationship issues. Both groups included children who had 
remained at home with their non-offending family members and those in substitute 
care. One to two years after treatment, PTSD symptoms were reduced for bother 
groups but more for children who completed individual therapy, relative to those 
who had completed group psycho-education. However, on all other  measures of 
functioning, children improved in both conditions with no significant differences 
between treatment modality. For example, concerning social, psychological and   
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school functioning, as assessed by K-SADS interview schedule (Kaufman et al., 
1997) did not differ between groups. The authors acknowledged that their small 
sample size and lack of a control group, limits the interpretability of these findings. 
In addition, individual therapy had included disproportional number of sessions (50) 
relative to the group therapy approach (18), which may have mediated the outcome 
that PTSD symptoms showed greater reduction for individual therapy.  Importantly, 
limited description of the programs’ conceptual underpinnings constrains both 
replicability of this study and others using it in clinical practice.   
Other studies involving group therapy for sexually abused children have 
not compared outcomes between group vs. individual therapy, but have reported 
either small non-experimental designs or comparisons between group CBT and 
group non-directive supportive therapy. For instance, Hall-Marley and Damon 
(1993) studied 13 four-to seven-year-old sexually abused children in parallel parent-
and child-group treatment model, which the authors reported was successful in 
ameliorating behavioural difficulties. Stauffer and Deblinger ‘s (1996) study, which 
included 19 children aged two to eight years, and Deblinger et al.’s (2001) study, 
with 44 two-to eight-year-old children, reported significant pre-to-post program 
improvements after group treatment. These improvements were found in children’s 
anxiety, fear and PTSD symptoms following both CBT and supportive group therapy 
involving children. Deblinger et al. suggested that failure to find differences in 
outcome between the two treatment modes for children may have been related to 
similarities between programs. However, parent’s intrusive thoughts and negative 
emotional reactions regarding sexual abuse significantly improved in parent-group 
CBT relative to parent-group supportive therapy (Deblinger et al., 2001).  
Despite the lack of comparative empirical research, many published 
articles and book chapters support the use of CBT presented in a group format with 160     Chapter Four: Development of the Little Steps Program  
  
 
sexually abused children (e.g. Carr, 2004; Glaser, 2002; Heiman & Ettin, 2001). 
While comparisons between group versus individual CBT, and the impact of 
including parents in therapy is largely unknown, there is some evidence to support 
the use of group CBT with children after sexual abuse (e.g. Deblinger et al., 2001; 
Stauffer & Deblinger, 1996). Indeed, Glaser (2002) argues that the shared 
membership of a group offers an alternative to the secrecy, isolation and shame of 
the sexual abuse experience. In addition, others have noted that children have 
expressed their preference for group over individual therapy (Prior, Lynch & 
Glaser’s (1994) cited from Glaser, 2002; Jones, 2000). Group intervention is also 
thought to have unique benefits of resolving power imbalance and correcting the 
misattributions of blame in the powerful and important context of the child’s peer 
group. Therefore, a group approach to children with sub-clinical presentations of 
symptoms was thought to be a sensible option. In addition, despite the small 
evidence base with sexually abused children, CBT is increasingly considered the 
gold standard approach to psychological intervention more generally. In the absence 
of alternative direction, this will provide the start point for the development of an 
alternative approach to intervention with sexually abused children 
 
DEVELOPMENTAL CONTEXT OF PAEDIATRIC TREATMENT 
As discussed in earlier chapters, undertaking research to explore the 
effectiveness of interventions with children is challenging because of the 
developmental context of this work (Berliner & Conte, 1995; Cree, Kay & Tisdall, 
2002). Paediatric populations, generally, are more heterogeneous in nature than adult 
populations, because developmental differences in maturation have not yet 
stabilised. In the context of sexual abuse, development is potentially and frequently 
disrupted (Putnam, 2006). Understanding the degree of impact of abuse on child   
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development requires an understanding of children’s cognitive and emotional 
maturation at the time of the abuse and subsequent disclosure, as well as other 
common developmental issues that may have placed the child at increased risk of 
abuse, (e.g. developmental disability). Such heterogeneity constrains the delineation 
of a clear typology of child sexual abuse, but also highlights the challenges in 
developing widely applicable intervention goals, component objectives and activities 
(Saywitz, Mannarino, Berliner & Cohen, 2000). Holmbeck, Greeney and Franks, 
(2003) argued that intervention outcomes will be enhanced by programs that are 
sensitive to developmental issues. Moreover, intervention strategies should be 
evaluated with attention to the match between treatment strategy and the child’s 
individual developmental capabilities and circumstances (Tutty, 2000; Vernberg & 
Johnston, 2001). Therefore, developmental diversity needs to be considered in early 
intervention for sexually abused children.  
Unlike adult psychotherapy research, measuring symptom and wellbeing 
outcomes requires multiple informants in child research, because children’s language 
and meta-cognitive capacities are limited, which limits in their ability to appraise 
their own mental states. Yet, relying upon parent and teacher reports about a child’s 
mental state raises the problem of divergent perspectives of a child’s current and past 
functioning (e.g. Buckley, Holt &Whelan, 2007; Kolko & Kazdin, 1993). These 
developmental issues have not been adequately addressed in psychotherapeutic 
outcome research with children, and specifically in assessment of child 
maltreatment, (Goddard et al., 1999; Saywitz et al., 2000).  
Furthermore, the developmental course of childhood disorders rarely 
follows stable symptom formation and progression. Indeed, a characteristic typology 
for children who have been sexually abused has not been established (Green, 1993; 
Paolucci et al., 2001; Saywitz et al., 2000). Challenging aspects of treatment with 162     Chapter Four: Development of the Little Steps Program  
  
 
children, and concomitant research on treatment effectiveness, is that children are 
developmentally “moving targets” (Holmbeck, et al., 2003). The heterogeneity of 
their symptom presentation means that distress and psychopathology may be 
expressed differently at different developmental stages (Holmbeck et al., 2003; 
Lieberman & Knorr, 2007). Conversely, some behaviour will be considered 
developmentally typical at one age yet a sign of distress or regression at another. 
Therefore, the trajectories along which children arrive at distress states, bringing 
them into intervention, are multiple (Luthar, Cicchetti & Becker, 2000).  
While developmentally sensitive approaches to treatment are evident in 
some descriptions of treatment protocols for sexually abused children (e.g. using 
play in Cohen & Mannarino, 1993), it is less apparent in other treatment outlines 
(e.g. Cohen et al., 2006; Deblinger & Heflin, 1996). The developmental match 
between CBT objectives/concepts to children’s age has not been systematically or 
empirically expounded in child sexual abuse research. However, some guidance is 
provided by the wider research base about CBT with children who have other mental 
health issues (e.g. depression and anxiety). These studies indicate that CBT produces 
medium to large improvement in symptoms (e.g. Holmbeck et al., 2003; Weisz, 
Weiss, Han, Granger, & Morton, 1995).  
While there is information about the conceptual underpinnings or 
modules included in CBT for sexually abused children, descriptions of how to 
deliver therapy concepts to young children has not been systematically evaluated or 
described in this evidence base. In contrast, and more broadly, Vernberg and 
Johnston’s (2001) review of CBT for children with PTSD offers some guidance. 
They recommended that younger children benefit from rehearsal of coping skills in 
multiple settings to support skill generalisation; the use of pictorial displays of more 
abstract concepts, such as fear thermometers and anger gauges for emotion   
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regulations skills; the use of concrete images and activities to teach relaxation 
training, such as describing tension release as wet noodles or rag dolls; and concrete 
signals to help prompt use of thought stopping for unhelpful thoughts, such as traffic 
light pictures. Such observations about how young children engage in a CBT agenda, 
relative to the more ‘adult-like’ conversations, suggests that careful contemplation 
when designing an intervention approach for young children, especially those who 
have been sexually abused, is required.   
Younger children tend to be less tolerant of exposure to feared stimuli 
and so exposure exercises should be time limited allowing children to choose a 
method of exposure (e.g. imagery, drawing, reading) (Deblinger and Heflin (1996). 
In addition, therapeutic tasks should be matched to developmental milestones and 
future developmental conflicts should be anticipated (Weisz and Hawley (2002). 
Eyberg, Schuhmann and Rey (1998) suggest using life-size puppets, rather than strict 
adherence to therapist-child conversations described in many cognitive approaches. 
While older children and adolescents have been identified as more tolerant and 
capable of cognitive restructuring, perspective taking and systematically applying 
problem solving skills, younger children may be engaged in therapist-taught self-
statements, such as “I am brave” to overcome fears (Forehand & Wierson, 1993; 
Vernberg & Johnston, 2001). Piacentini and Bergman (2001) suggest that the nature 
of children’s motivation to participate in treatment is also a function of age and 
needs to be addressed.  For instance, children are not self-referred to counselling 
services, but are referred usually by parents, and sometimes other adults, who 
believe the child has a problem of some kind.  
Summary. These are important process variables to consider in the design 
of a new approach to intervention, especially when the match between child 
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found to substantially influence outcomes (e.g. Tutty, 2000; Vernberg & Johnston, 
2001). Moreover, while the sexual abuse literature provides direction for what to 
target in intervention with parents and children, and has provided some verification 
that CBT interventions can ‘work’, there is limited direction in this evidence base on 
how to facilitate a developmentally sensitive therapeutic process.  
 
DESCRIPTION OF TREATMENT CONTENT 
Despite the infancy of this small evidence base, there is modest support 
from a range of small quasi-experimental and two larger randomized studies, to 
suggest that CBT is effective for treating the psychological sequelae of sexual abuse 
(e.g. Cohen et al., 2006; Deblinger et al., 1996). While the role of non-offending 
parents has not been explored thoroughly, there is also support for the inclusion of 
parents directly in the intervention agenda (e.g. Deblinger et al., 2001; Stauffer & 
Deblinger, 1996). Moreover, there is some evidence that CBT delivered through 
group therapy with sexually abused children is beneficial and that there are potential 
additional benefits to group therapy over individual therapy (e.g. Glaser, 2002). 
These findings influenced my decision to develop a cognitive behavioural early 
intervention approach in the next phase of this research series.  
  Given the lack of studies exploring the comparative efficacies of 
different CBT components, a careful review of CBT ‘topics’ and therapeutic 
concepts was undertaken with a view to selecting components that appeared relevant 
to children’s age and their sub-clinical presentations. For example, while gradual 
exposure to abuse specific conversations may be important for children with sub-
clinical symptom presentations, it may not be as relevant as for children struggling 
with PTSD symptoms. In considering the content included in CBT programs were 
consulted such as Cohen and Mannarino, (1993), Cohen, et al. (2006), Cohen et al.,   
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(2000), and Deblinger and Heflin (1996). On the basis of these treatment 
descriptions, CBT includes largely parallel components for parent and child 
including: (i) coping skills training; (ii) gradual exposure and cognitive affective 
processing; and (iii) education about sexual abuse, healthy sexuality and personal 
safety training. For programs involving both parent and child, there is usually the 
inclusion of joint sessions to facilitate the transference of skills. Parent components 
to these programs typically include additional information about open 
communication with children about topics of sexuality, abuse and its sequelae as 
well as modules focused on behaviour management (Cohen et al., 2006; Deblinger & 
Heflin, 1996).  
These treatment programs, much like the research they are built upon, 
extend to include a wide age range of children. Deblinger and Heflin (1996), for 
example, describe an approach for three to 13 year-old children. Yet, the 
developmental context of paediatric therapy usually centres on play, especially for 
young children, and structured play activities for older primary school children, 
rather than being ‘talk’ focused. While developmental differences between younger 
children and older children are embedded within these programs they have not been 
fully extracted. For example Cohen et al. (2000) refers to children’s boredom during 
trauma narratives and suggest switching between writing and drawing activities, and 
Deblinger and Heflin (1996) makes reference to the fact that cognitive coping skills 
are more difficult for younger children to master relative to older children. 
Furthermore, significant issues of participant recruitment and especially retention 
were present in all reported studies and in study one in this thesis.  
Thus, they needed to be addressed. For this reason a child-centred 
approach to CBT was developed, prioritizing a careful focus on therapeutic process, 
with children and their families. The means through which families are engaged in  166     Chapter Four: Development of the Little Steps Program  
  
 
the program and the evaluation process were given considerable focus. Child-centred 
principles also meant that the development of a new approach to early intervention 
needed to be developmentally and individually sensitive to participants, and thus a 
smaller age group of children targeted than those targeted in many other studies. 
Therefore, in addition to the content of treatment programs, greater focus on the 
developmental context of children’s participation in programs needs to be more fully 
developed in a new approach to early intervention. Furthermore, it is my view, and a 
central tenet of the humanist and person-centred philosophies, that success of any 
intervention program centres on the degree to which it is targeted for and responsive 
to the particular needs of its participants.  
  
CULTURAL CONTEXT OF SEXUAL ABUSE IN AUSTRALIA 
Another important consideration influencing therapeutic process is the 
context of culture. The importance of cultural considerations in the design of an early 
intervention approach to child sexual abuse was also important for this research 
series because Australia is a multi-cultural country. The cultural context of a sexual 
abuse early intervention delivered in Australia is especially important, given recent 
political attention to sexual abuse in the Australian Aboriginal communities in recent 
years.  
There are two principal cultural issues to consider in reviewing the 
empirically based outcome research. First, culture may influence differences in 
children’s experience of sexual abuse and the development of difficulties and/or 
coping with these experiences. Second, cultural or ethnic identity may influence the 
types of treatment most acceptable to families, and the accessibility of intervention 
to particular ethnic or cultural groups (Cohen, Deblinger, Mannarino & de Arellano, 
2001). To illustrate, while issues of remote residency impact on service delivery for   
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Indigenous Australians, it is also the case that western models for health care, mental 
health and social services do not always fit with Indigenous spiritual and cultural 
values or historical experience of trauma.  
While accurate epidemiological statistics on the prevalence of sexual 
abuse in Indigenous Australian children are difficult obtain, the prevalence is thought 
to be consistent with general populations (approximately 1 in 3-4 girls and 1 in 7-8 
boys) (Aboriginal and Torres Strait Islander Women’s Task Force on Violence, 
2000).  However, the extent to which these figures are affected by the historical and 
reporting context of sexual abuse in Aboriginal communities is unclear. It is 
common for sexual abuse to be reported under more global descriptions of family 
violence, which in Aboriginal communities is disproportionately high, compared 
with average rates in the Australian population as a whole (Ampe Akelyernemane 
Meke Makarle, Little Children are Sacred, Report of the National Territory Board of 
Inquiry into the Protection of Aboriginal Children from Sexual Abuse, (AAMM), 
2007; Memmott, Stacy, Chambers & Keys, 2001; Stanley, Tomison & Pocock, 
2003). The implications of the historical and cultural context of abuse in Aboriginal 
communities on psychotherapeutic interventions are largely unknown.  
While it is important for this study to broaden this empirical review to 
consider the range of cross-cultural contexts in the treatment of sexual abuse, the 
particular and specific factors thought to contribute to the Australian Indigenous 
context will be discussed first. These factors highlight the complex nature of 
presenting issues for young Aboriginal children who have experienced sexual abuse 
who are influenced by the current community and historical contexts, For example, 
culturally discordant mental health assessments, substance abuse, intergenerational 
transmission of trauma and its historical context, spiritual oppression, passive 
welfare, racism, silence and denial and the disproportionate representation of 168     Chapter Four: Development of the Little Steps Program  
  
 
Aboriginal children in out-of-home care are some of the issues that present in 
therapy with Indigenous families (AAMM, 2002; Aboriginal and Torres Strait 
Islander Women’s Task Force on Violence, 2000).  
There is a lack of both empirical and anthropological evidence on how to 
engage Indigenous populations into mental health services, and indeed general health 
services (Stanley et al, 203). What interventions are likely to be successful and how 
these may differ from, or be the same as, services offered to other cultural groups, 
are some of the challenges facing applied research. There are several relevant issues 
for the development of an early intervention approach to sexual abuse in the 
Australian context, largely based on ethnographic research of broad societal 
intervention. These issues include: (i) intervention should be embedded within the 
broader context of primary prevention efforts; (ii) the intervention process requires 
acknowledgement of past (intergenerational history) and present traumas; (iii) 
intervention should not be limited to the child and parent only, but extended to 
include participation from relevant members of the child’s local community; and (iv) 
intervention should be offered as part of a multi-service delivery model that has 
capacity to simultaneously address multiple social issues (e.g. alcohol and substance 
misuse, family violence, sexual assault of adults, grief, advocacy of women, children 
and support programs for men) (AAMM), 2007; Memmott, Stacy, Chambers & 
Keys, 2001; Stanley, Tomison & Pocock, 2003). Pragmatically, culturally sensitive 
therapeutic interventions would acknowledge the importance of the practitioner’s 
local standing in the community and familiarity to children (Kearins, 2001). In 
addition, Aboriginal children are reared in egalitarian systems and, as such, often 
they do not respond well or favourably to direct questioning, conversations or 
activities, but prefer to engage in softly spoken conversations with minimal eye 
contact which is directed by the child (Kearins, 2001).    
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More broadly, culturally focused outcome research in the areas of child 
maltreatment, and in child sexual abuse especially, is also sparse. There is some 
early research to suggest children from minority ethnic groups, namely African 
American, Hispanic and Asian American children, show greater symptomatology 
following experiences of sexual abuse than Caucasian American children (e.g. 
Morrow & Sorrell, 1989; Russell, 1986; Rap, DiClemente & Ponton, 1992 all cited 
from Cohen et al., 2001). However, there is no consensus on this, with other studies 
finding no apparent differences based on race or ethnicity alone (Putnam, 2003). 
Furthermore, a consistent finding among this small outcome research base is that 
there are no differences between racial and/or culturally diverse groups, in terms of 
treatment length and symptomatology (e.g. Horowitz, Putnam, Noll & Trickett, 
1997; Kolko, 1996; Lanktree & Briere, 1995).  
Treatment preferences among different cultural groups may be related to 
internal cultural beliefs about mental health services which impact on their choices 
about which services to engage (Lavigne et al., 1998). For example, children’s 
primary health care services may be less confronting than psychiatric facilities 
(Lavigne et al). Yet, differences between racial and cultural groups have also been 
found in the rates of referrals to treatment services. For example, Caucasian 
American children consistently receive more referrals to mental health services from 
Child Protective Services, law courts and foster care agencies, compared with either 
African American or Hispanic children (e.g. Benedict, White, Stallings & Cornely, 
1989; Garland & Besinger, 1996; Garland et al., 2000; Haskett, Nowlan, Hutcheson 
& Whitworth, 1991;). Despite these cultural nuances, Cohen et al. (2004) did not 
find any ethnic group differences in parent’s satisfaction for CBT relative to non-
directive supportive therapy.  
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treatment approaches preferred by particular ethnic groups. For example, African 
American and Hispanic client groups may prefer short term, goal-directed and 
problem focused interventions which, in turn, may contribute to their preference for 
CBT interventions over other therapeutic approaches (e.g. Paniaguia, 1994; Sue & 
Sue, 1990; Tharp, 1991). Others have suggested more holistic approaches to 
intervention are preferred by minority ethnic groups that have culturally specific 
beliefs in alternative interventions, such as folk beliefs and native healers (Rosack, 
2000).  
Cohen et al. (2001) recommended that the following cultural issues 
require attention from practitioners working cross-culturally with families in the area 
of sexual abuse: (i) how sexuality, nudity, virginity and intra-familial boundaries are 
considered within culturally diverse perspectives; (ii) how shame may be 
experienced when discussing negative emotion and parental emotional distress 
related to child maltreatment; and (iii) the experience of fear associated with 
involvement in child protection, with police and/or research personnel and how this 
influences rates of reporting incidences of sexual abuse and psychological 
symptomatology. Furthermore, cultural differences may influence parental emotional 
and behavioural responses in learning of their child’s sexual abuse. Cultural, ethnic 
and racial differences may be present in: (i) child-rearing practices; (ii) emotional 
and behavioural symptom formation among parents and children; (iii) attitudes 
toward child sexual abuse; (iv) attitudes toward mental health intervention; and (v) 
responses to particular therapy paradigms and/or particular practitioners (Cohen et 
al.).  
INTERIM SUMMARY 
Understanding the nuances of different cultures, developmental   
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maturation, parent-child relationships and parenting practices in terms of how a child 
generates meaning from their experience of sexual abuse at the time of intervention, 
reinforces the humanistic and person-centred notion that that the therapeutic process 
needs to centre on the child, rather than on a program per se. For example, decisions 
about entry into intervention will not be based on whether the child meets program 
entry criteria, but whether the program is assessed as suitable for meeting their 
needs. While cognitive behavioural approaches to treatment will guide the 
development of the content for an early intervention approach, this child-centred 
philosophy will impact how the program is delivered with participating children, if, 
in some cases, it is delivered at all. This will require openness to multiple modes of 
delivery, constant review of the program’s components and activities, and its 
purpose.  
The infancy of the sexual abuse literature means that micro-processes, 
such as developmental maturation and the impact of culture on outcomes, are still 
not well understood. The range of sub-groups, including subclinical groups, specific 
age groups, gender groups and cultural groups, has received little attention (Cohen et 
al., 2001). Consequently, the development of an approach to early intervention with 
sexually abused children that has a prophylactic agenda (rather than treatment 
agenda), in many respects, is in uncharted waters. It is also the case that micro-
processes in children’s adjustment to sexual abuse are not readily assessable or 
exhumed by positivist approaches to research, because of their idiographic nature. 
After all, if development is viewed as a process of maturation, then chronological 
age is simply a gross index of what is idiographically more relevant to a particular 
child (e.g. presence of developmental delay or individual differences in cognitive, 
social and emotional development). Likewise, the meaning drawn from being a 
member of a cultural group is deeply personal and, while common threads between 172     Chapter Four: Development of the Little Steps Program  
  
 
members of that group may be identified, cultural identity is also influenced by the 
history of intergenerational adjustment to cultural shifts in any given family. 
Therefore, how an early therapeutic intervention program for sexually abused 
children will be received by Aboriginal families and from other culturally diverse 
families cannot to be predicted by this research base. However, cultural diversity 
highlights the need for a child-centred iterative approach to program development, 
such that new learning can systematically contribute to future refinements. 
Moreover, a critical feature of the methodological approach to program development 
undertaken in this research series is the triangulation of empirical evidence with the 
local context. Consulting local experts and key stakeholders was another key task in 
this process of gathering information about the development of a new approach to 
intervention (Stricker, 2006; Stricker & Trierweiler, 1995).  
 
EXPERT FOCUS GROUP 
An expert focus group is an important feature of the Developmental 
Intervention Research approach to information gathering in the design of a new 
program prototype (Thomas & Rothman, 1994). Moreover, involving representatives 
of relevant stakeholders in research underpins the participatory philosophies of 
Action Research (Dick, 1993). When and how to intervene after allegations of sexual 
abuse, especially when the truth about sexual abuse is difficult to locate, challenges 
practitioners working in this field (Berliner & Conte, 1993, 1995; Conte, 1995). 
From a legal perspective, ways to systematically evaluate claims of abuse for the 
purpose of Court decisions has been documented in research (e.g. Tippins & 
Wittmann, 2005). However, understanding the impact of these decisions on 
intervention planning, or how these systems are best placed to inter-relate to one 
another, has not been systematically explored. Limited responses to these issues   
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may, in part, relate to the huge variation in laws for different jurisdictions, 
highlighting that the local context for these legal-intervention issues is important. 
From a therapeutic perspective, truth about details is less important than the meaning 
children make from their experiences, especially sexual abused children, whose 
accounts of events are less reliable because of their underdeveloped memory and 
cognition (DeVoe & Faller, 2002; Myers & Kull, 1993). Yet, how therapeutic 
intervention can potentially support or impede critical decisions about a child’s 
custody arrangements (the consequences of which might far outweigh the impact of 
therapy), as well as how these systems may influence and shape the meaning 
children make from sexual abuse, which is explored in therapy, illustrate the 
interconnectedness of legal and therapy intervention systems.  
Hence, as part of the review of evidence pertinent to developing an 
appropriate intervention for sexually abused children, an expert focus group 
discussion was undertaken to help identify barriers and options for working 
therapeutically with families engaged in the local legal system. This group 
comprised a retired criminal court judge, a management representative from a chief 
investigating body, a Court appointed expert witness, a senior manager from a 
leading community children’s sexual abuse counselling service; a clinical 
psychologist working for a service provider of families affected by sexual abuse 
including offending members, myself as the principal researcher-practitioner and one 
of my supervisors, Dr Reid.    
There were several themes to emerge from the ensuing two hour group 
discussion, a transcript of which is presented in Appendix O. It was agreed among 
members that the most pressing concern of the law and intervention practitioners is 
the wellbeing of the child. Furthermore, it was agreed that legal proceedings should 
not present as an obstacle for a child’s access to counselling. Yet, the law and 174     Chapter Four: Development of the Little Steps Program  
  
 
therapy were seen to have multiple intersections. This occurs when the Court directly 
engages counselling services to gain insight into a child’s perspective to inform 
family court decisions. It also occurs when a child’s legal representative dictates 
what intervention is permissible, instead of intervention planning being underpinned 
by a thorough clinical case formulation or when counselling practitioners engage 
children in investigatory driven agendas.  
The important question of whether therapeutic content may serve to 
interrupt legal processes or contaminate evidence was put to this expert focus group, 
which identified the following salient issues:   
(i)  for children whose disclosure of sexual abuse has not been substantiated by a 
statutory authority, it was suggested that the potential risk of influencing 
memories was increased through group therapy; 
(ii)  for children who have not yet made disclosures of abuse, irrespective of 
substantiation status, it was suggested that they may be negatively impacted by 
practitioners who have a clear agenda to achieve disclosures or by programs 
too circumscribed in their focus on abuse.  
(iii)  all children have a right to access personal safety training and information to 
help prevent abuse and violence.  
(iv)  providing children affected by sexual abuse with protective behaviours training 
too early in the therapeutic process carries the potential risk of negatively 
influencing the child to assume blame for the abuse, because the child has 
usually been unsuccessful in their previous attempts to stop sexual abuse.  
(v)  the issue of “leading” children through disclosures of abuse was seen as 
contentious in all systems (legal, investigatory and therapeutic systems).    
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(vi)  differences between Courts of law (i.e. family court and criminal court) were 
reflected in the differences between their standards of evidence. Discrepant 
decisions between family and criminal courts were identified as most 
commonly involving family court decisions to, on probable grounds, uphold 
substantiation of sexual abuse, leading to more conservative custody and 
access arrangements, while a criminal court jury is not satisfied beyond 
reasonable doubt that the accused perpetrated the abuse.  
(vii)  discrepancies between different legal systems contribute to families’ 
confusion, hindering their adjustment, and bring them into therapeutic 
intervention.  
(viii) children are often asked by investigating teams to avoid discussing their sexual 
abuse and interviews with other people. Investigating teams then frequently 
neglect to inform children and their parents that they are free to discuss the 
abuse with each other after the investigating processes are complete. Lack of 
follow-up with families was identified as ethically problematic. Consequently, 
children have been known to present to therapy unwilling to discuss abuse 
because of such requests. The extent to which children honour this request is 
also unknown. Moreover, this procedure is potentially problematic in terms of 
the impact it has on children abstaining from these discussions, when they are 
met with their family’s questions, and the impact this has on primary 
relationships.  
(ix)  non suggestive conversations, open-ended questions and accurate recording of 
responses were highlighted as important procedural practices.   
The group agreed that establishing a best practice protocol for these 
issues had not yet been established, but should involve preparedness among 176     Chapter Four: Development of the Little Steps Program  
  
 
practitioners to work from the perspective of “not-knowing” and to be mindful of 
multiple possible interpretations about whether abuse has occurred.  
The concerns raised in this group highlight the need to work 
collaboratively with legal services in cases where families are engaged in legal 
procedures. Moreover, the delivery of intervention should be sensitive to its impact 
on investigations and, where indicated, decisions about group or individual 
administration of the program should be guided by these considerations. The 
concerns outlined about circumscribed programs mean that an early intervention 
approach to sexual abuse should include general focal points about coping and 
personal safety, as well as abuse specific focal points, and its therapeutic process 
should be carefully tailored to facilitate this. Outcomes from these conversations 
with local experts will continue to be discussed in subsequent where their input is 
most relevant. Moreover, it was recommended by practitioners in this group that 
intervention should aim to facilitate personal safety training toward the end of 
intervention, as part of a ‘relapse prevention’ model.  
 
MANUALIZING INTERVENTIONS 
Addressing sensitivities to legal issues, how conversations may be 
undertaken without leading children, for example, provides further impetus to 
manualize any new approach to intervention. Moreover, a specific program manual 
would help to address issues of group facilitator’s adherence to program objectives 
and activities, which was thought to have had a problematic impact on the PB 
program evaluation.  Yet, there are many criticisms about manualizing interventions 
(Herschell, McNeil & McNeil, 2004; Chambless & Ollendick, 2004; Weisz, Chu & 
Polo, 2004). Some authors have argued that intervention manuals neglect the 
idiographic study of an individual (Davison, 1998); ignore common factors; promote   
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adherence to a single theoretical perspective; and overemphasize techniques 
(Bickman, 2002; Herschell et al., 2004; Lambert 1998). Yet, others have argued that 
manualizing interventions provides a “how to” bridge between research and practice 
because of its session-by-session account of therapy activities; and that manuals may 
increase accountability and promote confidence in practitioners, especially those new 
to the field (as was the case with group facilitators of the PB program) (Chambless & 
Ollendick, 2004; Herschell et al., 2004). Moreover, some have argued that 
manualized approaches to intervention need not be prescriptive, but instead outline 
principles and example guiding practice (Winter, 2006).  
Research about whether manualized interventions are helpful have 
principally focused on adult psychotherapy, and findings are mixed (Herschell et al., 
2004). While acknowledging this important debate, it is considered important to 
manualize this new early intervention program. Kovacs et al. (2006) argued that 
manualizing treatment helps to operationalize the intervention’s explanatory 
paradigm and offers guidance for practical issues. Thus, a program manual, could 
offer direction about therapeutic objectives and the activities that support them. 
Examples of conversations, particularly those that are difficult to initiate, and 
descriptions of the therapeutic process, could help to illuminate likely issues that 
may present during this work. Dissemination of this program into the ‘real world’ is 
an important goal of the DIR approach undertaken throughout this research series. 
However, efforts will also be made throughout the development of this new 
approach to intervention to avoid disproportional attention to technical competence 
that might compromise the therapeutic relationship and individual needs of any 
participating child (Hercshell et al., 2004; Winter, 2006). For this reason, the child-
centred nature of working with sexually abuse children and their families will need 
to be highlighted in every proposed activity. 178     Chapter Four: Development of the Little Steps Program  
  
 
 
CONCLUSIONS 
Despite the infancy of research about treating children’s post sexual 
abuse psychological and emotional sequelae and the mixed findings that have 
emerged, on balance this research supports: (i) exploring a hybrid early intervention 
approach with sub-clinical groups of sexually abused children (Saywitz, et al., 2000); 
(ii) use of a group intervention modality, which has the unique benefits of countering 
secrecy, shame and isolation in sexual abuse experiences and its translation into 
individual therapy when needed; (iii) programs with session limited CBT and 
targeting coping skills training, gradual exposure and cognitive processing and 
personal safety training; and (iv) an overarching commitment to child-centred 
principles and attention to idiography (Deblinger et al., 2001; MacDonald et al., 
2007; Putnam, 2003).  
Parental inclusion in intervention is also recommended and, according to 
this literature, should be run in a parallel time and form to child intervention. A 
parent component to early intervention would ideally include sessions focused on 
open communication about abuse and behaviour management training (Cohen et al., 
2006; Cohen, Mannarino, Berliner & Deblinger, 2001; Deblinger et al., 2001; 
Deblinger & Heflin, 1996). Alleviating parental distress and facilitating the 
development of adaptive coping skills for self-care and support for their child is 
likely to improve maternal outcomes and children’s adjustment to abuse (MacDonald 
et al., 2007; Plummer, 2006). Parental inclusion in intervention may also alleviate 
tensions in the parent-child relationship (Cohen & Mannarino, 1996b) and improve 
session attendance by meeting an acute need (Plummer, 2006).  
The majority of treatment studies reviewed in this chapter reported 
substantial difficulties in retaining participants. Participant drop out may highlight   
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the nature of the participant group and/or limited attention to therapeutic 
engagement. MacDonald et al. (2007) identified the need for more observational data 
about treatment non-completers and the obstacles preventing their complete 
participation in treatment programs. Hence, therapeutic engagement into the 
intervention process will be an important focal point in the next iteration of program 
development and evaluation. Developmental and cultural issues also need to be 
considered carefully because limited direction can be taken from the minimal 
research in these areas. Indeed all of these endeavors will involve a process of small 
steps.  
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CONTEXT AND INFLUENCES IN THE DEVELOPMENT OF AN EARLY 
INTERVENTION APPROACH TO CHILD SEXUAL ABUSE 
The focus of this chapter is to provide an overview of my development 
of an early intervention approach with young sexually abused children who present 
with sub-clinical levels of symptoms. Three predominant influences that impacted 
upon the design of this early intervention approach for sexually abused children and 
their families included: (i) findings drawn from the evaluation of the PB program, 
reported in Chapter Two; (ii) a review of research about prevention of abuse 
programs (Chapter Two) and the treatment of psychological sequelae of sexual abuse 
(Chapter Four); and (iii) an expert focus group of sexual abuse practitioners who 
were asked about the local Western Australian context in which this research took 
place (Chapter Four). Conclusions drawn from the first two influences suggested 
that, in the aftermath of sexual abuse, a substantial proportion of children present 
with sub-clinical features, which neither prevention nor treatment programs 
adequately target (Finkelhor & Berliner, 1995; Glaser, 2002; Putnam, 2003). On 
balance a contextualised (abuse focused) approach to intervention with a hybrid 
prophylactic agenda might better suit this group of children and their families. Such 
a program could both teach children personal safety skills to prevent re-victimisation 
and also facilitate the development of emotional and cognitive coping skills to 
mitigate relationship disruption and later onset of psychopathology.  
As recommended by Liebermann and Van Horn (2008), a multi-
theoretical approach was used to target this sub-clinical group of young sexually 
abused children and their families. The proposed approach to early intervention 
targeted four-to ten-year-old children. Its content was organized according to 
cognitive behavioural approaches to therapy, while its process of delivery was child-  
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centred. The integration of practice and review of the research is evident in the 
description of the Little Steps program, in the measures used and developed and the 
report of evaluation findings. A detailed description of the parent and child 
components of the Little Steps program is offered in each program manual in Thesis 
Supplement One, while an overview of the Little Steps program is offered in this 
chapter.  
 
DESCRIPTION OF THE LITTLE STEPS PROGRAM 
The  Little Steps program comprised 10 weekly sessions, including 
parallel child and parent group programs, as well as an individual booster session for 
families at 12 weeks. The child and parent programs were designed to be run in 
parallel and cover similar concepts simultaneously. Given the themes to emerge from 
the evaluation of the earlier PB program, a review of research and expert focus group 
input, it was important for the Little Steps program to consider multiple perspectives 
in monitoring children’s progress toward intervention goals and in evaluating the 
program’s outcomes. Therefore an evaluation framework was ‘in built’ in the 
formulation of this program, rather than being independent from it, and was designed 
to monitor children’s progress iteratively. Moreover, in order to ensure that 
practitioners running the groups can respond to the individual circumstances and 
needs of children, the therapeutic environment must facilitate the centrality of the 
therapeutic relationship in all activities. The therapeutic environment will be 
described first, followed by a component description of the Little Steps program.  
 
Therapeutic Environment 
Therapeutic engagement and process were seen to be largely neglected in 
the delivery of the earlier PB program, and thus, took focus in developing the Little 184     Chapter Five: Little Steps, An Early Protective Intervention Program 
 
 
Steps program. Four principal aspects comprise the therapeutic environment in the 
Little Steps program, including the: (i) therapeutic relationship; (ii) process of 
delivering content; (iii) physical environment and (iv) facilitative techniques, as 
outlined below.  
 
Therapeutic Relationship  
The underlying conceptualisation of the therapeutic process for the 
proposed  Little Steps program is centred on the developmental and emotional 
capacity of children to cope and to process their experiences of sexual abuse. 
Necessarily, this means that processing is facilitated in the context of their 
relationship with others (their parent, other children, other parents, and practitioners). 
Echoing Liebermann and Van Horn (2008), the attachment system between parent 
and child is seen as the main organising factor of children’s ability to make meaning 
from, and cope with, their experiences of sexual abuse (Ainsworth, 1969; Bowlby, 
1969). In addition, children’s socio-emotional development thrives in the context of 
their peer relationships and with other adult models.  The Little Steps program 
therefore, was facilitated with consideration of the context of these multiple 
relationships, using group therapy. Group therapy offers an alternative experience to 
the secrecy, shame and isolation of sexual abuse, as well as processes following its 
discovery for the child and non-offending parent (e.g. being told not to discuss abuse 
experiences or interviews with parents during investigating procedures) (Carr, 2004; 
Glaser 2002).  
Facilitating ways in which parents and children can engage in sessional 
activities and discussions, while tolerating distress, is another important component 
of the therapeutic environment. The structure of the program’s process, that is, levels 
of emotional intensity to be facilitated in each session’s content and activities,   
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symbolically reflects the bell shaped curve displayed in Figure 5.1. Program content 
is arranged to facilitate incremental exposure to increasingly more difficult topics. 
Abuse specific concepts are targeted in the middle sessions of the program, and 
activities encouraging emotion and cognitive processing are undertaken in the 
middle part of sessions. This design enables ‘warm up’ segments and ‘containment’ 
segments to fall either side of the emotionally intense activities. Moreover, for 
children, emotionally challenging segments of the program are time limited 
(Deblinger & Heflin, 1996).  
 
 
 
 
 
 
 
Figure 5.1. Initial Structure of the Therapeutic Process for the Little Steps Program 
 
The Physical Environment 
The therapeutic play room is another important consideration for 
paediatric practitioners aiming to reduce the power imbalance in the therapeutic 
context. Delivery of Little Steps requires careful planning about the nature of the 
space being used, as well as how it is used. Descriptions of an optimal physical 
environment have been outlined by Grotsky et al. (2000) recommended that the 
physical size of a play room be governed by the number of participating children, be 
inviting with child friendly furniture and materials, and relatively free from 
distraction and disruption. Moreover, space can be used constructively by using 
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furniture to ‘partition’ it and define areas for different tasks. These physical 
boundaries can help to communicate the beginning and end of activities and provide 
children with the opportunity to be physically active by moving between spaces. 
Reflecting the content of the Little Steps program, the design of a play room needs to 
accommodate private spaces where individual narratives between a practitioner and 
child can be facilitated in space away from other children in the group. Collective 
spaces for group discussions will be included (e.g. talking circle) and table and 
chairs for structured activities and open space for activities, such as relaxation, were 
also needed.   
Similarly, the physical space for the parent group needed consideration 
in design of the Little Steps program. As with all therapy consultations, rooms need 
to ensure confidentiality of conversations with clients, be free from unnecessary 
interruptions and physically comfortable. An additional consideration for a program 
that entails parallel parent and child sessions is the placement of these rooms in 
relation to one another, ensuring that noise interference between the two rooms is 
minimised.  
 
Program Delivery 
A range of delivery suggestions are outlined for each activity in the Little 
Steps program manual, but some general delivery strategies are described here. Some 
key delivery problems that were identified in the PB evaluation influenced the 
development of the Little Steps program. These included: lack of closed versus open 
group policy; heterogeneity of referrals, leading to a de-contextualised approach to 
personal safety training; limited parental involvement; limited contact with families 
between sessions; and limited attention to group and engagement processes of 
children. Taking these problems into account, the Little Steps program is designed to   
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be run as a closed group. Group membership is recommended to be homogenous in 
the following ways: (i) developmental maturity among child participants; (ii) 
children who have all experienced some form of sexual abuse; and (iii) parent groups 
comprising non-offending parents. The appreciation of individual differences in 
experience, history and perspective in groups can be effectively enhanced when 
participants represent many aspects of diversity (Stone, 2007). Unlike other 
programs that divide cultural groups and types of sexual abuse, the Little Steps 
program sought diversity in referrals, in terms of extrafamilial and intrafamilial 
sexual abuse, boy and girls in the same group, a cultural mix if possible, and aimed 
to include mothers and fathers.  
Weekly between-session phone calls with parents were also introduced to 
fulfil two purposes: (i) encourage attendance at subsequent sessions; and (ii) provide 
parents with the opportunity to reflect on session material, including their new 
relationships with other group members. Furthermore, such telephone sessions 
provided practitioners with the opportunity to iteratively monitor: (i) parents’ 
engagement in the therapeutic process; (ii) children’s progress through the program; 
and (iii) the relevance of material being presented in the parent and child programs.  
Adults have a powerful role in shaping children’s beliefs, attitudes and 
ways of making meaning from their experiences, what conversations are entered into 
or dismissed and how they convey their expectations of children to participate in 
activities. To address the power difference between children, parents and 
practitioners, the Little Steps program included delivery strategies developed to give 
children executive control over their own participation. In this way the practitioner is 
responsible for creating a therapeutic space and process that helps to ‘free up’ the 
child to engage in the process of positive growth. This growth is, in part, achieved by 
the structure of program content and by paying careful attention to the physical 188     Chapter Five: Little Steps, An Early Protective Intervention Program 
 
 
environment of the play room. However, facilitative techniques are thought to play 
an important role in this process. To provide children with clear expectations for how 
sessions will unfold and reduce the likelihood of anxious behaviours, each session is 
embedded within a consistent routine, much like morning routines commonly found 
in classrooms. For example, children part from their parents in the waiting area, are 
independently responsible for putting on their aprons, comfort cards (described 
next), fixing a plate of afternoon tea, sitting at their work station and decorating their 
sessional certificate. These tasks were selected because they are within the 
competency range of children of the targeted age range. These tasks also foster an 
opportunity for children to willingly and independently transition from their parents 
to their peer group. Other facilitative techniques supporting children’s meaningful 
contribution to the group process that were introduced include the use of: a talking 
stick (an idea borrowed from Australian Aboriginal traditional practices used to 
encourage discussion in groups); behavioural reinforcement of effort; and the use of 
comfort cards which allow children to opt out of any conversation or activity 
discretely (as an explicit alternative to hiding and disruptive behaviours).  
 
Program Content 
There are multiple objectives in the Little Steps program, in addition to 
the overarching goal to assist children and their families to cope and adjust to sexual 
abuse. Other aligned program goals include: (i) normalising responses to sexual 
abuse and encouraging parents and children to view coping as a process of 
adjustment (rather than being fixed or treated); (ii) encouraging children and parents 
to develop a range of emotion regulation skills; (iv) facilitating the development of 
open communication between parents and children; (v) guiding parents’ 
interpretation and understanding of children’s behaviours and assisting parents to   
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identify thinking styles that are unhelpful in their relationship with their child; (iv) 
exposing children to the concept that feelings and thoughts are connected; (v) 
providing parents with behaviour management training; and (vi) guiding the 
development of protective safety practices in children and parents.  
Cognitive behavioural treatment for depression, anxiety and PTSD after 
sexual abuse, reviewed earlier in Chapter Four, typically include: (i) identification 
and expression of emotion; (ii) understanding one’s cognitive attributions (core 
beliefs) affecting emotions and behaviours; (iii) gradual exposure to feared stimuli, 
including psycho-education about sexual abuse and cognitive and emotional re-
processing of children’s (and their parent’s) experience of sexual abuse; (iv) open 
communication between parent and child about abuse related topics; (v) where 
behavioural issues exist, behaviour management training for parents and social skills 
development for children; and (vi) prevention training (e.g. Cohen et al., 2000; 
Cohen et al., 2006; Deblinger & Heflin, 1996). Prevention of abuse training typically 
teaches concepts such as: (i) promises can sometimes be broken; (ii) perpetrators of 
abuse can be known to children; (iii) differences in types of abuse; (iv) 
distinguishing between appropriate and inappropriate touch; (v) the importance of 
disclosing abuse to a responsible adult and persistence in telling; (vi) assertiveness 
training; and (vii) identification of safety support networks (e.g. Briggs, 1991; Briggs 
& Hawkins, 1994a, 1994b; Tutty, 1997). All of these tasks were integrated into 
relevant components of the Little Steps program.  
Targeting concepts and skill development from prevention of abuse and 
treatment approaches, the Little Steps program is organised around four program 
modules: (i) coping skills training; (ii) psycho-education about sexual abuse and 
open communication; (iii) boundaries and personal safety training; and (iv) joint 
parent-child sessions. While a fulsome description of the content of the Little Steps 190     Chapter Five: Little Steps, An Early Protective Intervention Program 
 
 
program is offered in the facilitator manuals for the child and parent programs in 
Thesis Supplement One, an outline of the program is presented below in Table 5.1. 
The next step in this developmental intervention research series was to implement 
the program with the targeted group of children and simultaneously evaluate this 
practice. The findings from the Little Steps evaluation are discussed in the next 
chapter.   
   
 
Table 5.1 
Summary Description of the Little Steps Program Content 
Overview of the Little Steps Parent Program  Overview of Little Steps Child Program 
PRE-SESSION: Parent Pre-Program Meet and Greet    
PART ONE:  COPING SKILLS TRAINING  PART ONE: COPING SKILLS TRAINING 
Session 1:  Emotion Expression 
1.1  Introduction and Rapport Building 
1.2  Rationale for the Program 
1.3  Program Process 
1.4  Understanding Children’s Avoidant Behaviours 
1.5  Exploring Difficult Emotion 
1.6  Emotion Regulation 
1.7  Self-care and Support 
1.8  Preparing Children for the Next Session 
1.9  Homework 
1.10  Debrief and Containment 
Session 1: Emotion Expression 
1.1  Introduction and Rapport Building 
1.2  Vocabulary of Emotion States 
1.3  Identifying Emotion in Others 
1.4  Recognizing Emotion in Self 
1.5  Individual Narratives: Different Kinds of Feelings 
1.6  Relaxation and Containment 
1.7  Homework 
Session 2:Cognitive Coping 
2.1  Introduction and Review of Session One 
2.2  Psycho-Education: What is Cognitive Coping 
2.3  The Link Between Thoughts, Feelings and Behaviours 
2.4  Applying the Cognitive Triad to Children 
2.5  Exploring Common Unhelpful Thinking Styles 
2.6  Exploring Abuse Related Feelings and Thoughts 
2.7  Identifying and Reframing Emotional Distress and Unhelpful Thoughts 
2.8  Applying Abuse-Specific Cognitive Reframes to Children 
2.9  Overview of Child Sessions Two and Three 
2.10  Homework 
2.11  Debrief and Containment 
Session 2: Introduction to Cognitive Coping 
2.1  Introduction and Rapport Building 
2.2  Homework Review 
2.3  Differentiation between Thoughts and Feelings 
2.4  Interrelationship between Thought and Feelings 
2.5  Evaluating Thoughts & Emotional Consequences 
2.6  Linking Different Thoughts with Different Emotions 
2.7  Individual  Narratives: Abuse Specific Thoughts 
2.8  Relaxation and Containment 
Continued over 
 
Table 5.1 Continued 
Overview of the Little Steps Parent Program  Overview of Little Steps Child Program 
Session 3: Stress Reduction and Relaxation Training  
3.1  Introduction and Review of Session Two 
3.2  Homework Review 
3.3  Cognitive Coping II: Understanding How a Child Processes their Abuse 
Experience 
3.4  Rationale for Relaxation Training 
3.5  Psycho-education: Physiological Responses to Distress 
3.6  Understanding Typical Development: Common Childhood Fears 
3.7  Sexual Abuse-Specific Distress 
3.8  Relaxation Training: Parent Part I: Paced Diaphragmatic Breathing 
3.9  Relaxation Training: Child  
3.10  Relaxation Training: Parent Part II: Exposure and Guided Body Scan 
Meditation 
3.11  Self-Care and Support 
3.12  Homework 
3.13  Debrief and Containment 
Session 3: Relaxation Training and Fear Reduction 
3.1  Introduction and Rapport Building 
3.2  Exploring Fear 
3.3  Coping with Fear 
3.4  Relaxation Training 
3.5  Individual Narratives: Coping with Fear
3.6  Homework 
PART TWO: COMMUNICATION SKILLS TRAINING  PART TWO: PSYCHO-EDUCATION AND ATTRIBUTIONS ABOUT 
SEXUAL ABUSE 
Session 4: Preparing for Open Communication 
4.1  Introduction and Review of Session Three 
4.2  Rational for Communication Skills Training 
4.3  Principles for Open Communication 
4.4  Exploring Developmental Stages and Age Appropriate Language 
4.5  Preview of Session Five 
4.6  Homework 
4.7  Debrief and Containment 
Session 4: Psycho-Education: Sexual Abuse and Appropriate Touch 
4.1  Introduction and Rapport Building 
4.2  Homework Review 
4.3  Anatomical Education: Body Parts 
4.4  Identifying not-ok interactions 
4.5  Linking Thoughts and Feelings to Experiences of Sexual Abuse 
4.6  Why Children Should Tell 
4.7  Individual Narratives: Network Selection 
4.8  Relaxation and Containment 
4.9  Homework 
Continued over  
 
Table 5.1 continued 
Overview of the Little Steps Parent Program  Overview of Little Steps Child Program 
Session 5: Abuse-Specific Communication 
5.1  Introduction and Review of Session Four 
5.2  Homework Review 
5.3  Review Principles of Open Communication 
5.4  Principles of Abuse-Specific Communication 
5.5  Explaining Parental Emotion  
5.6  Responding to Future Disclosures 
5.7  Applying Emotion Regulation Skills 
5.8  Developmental Perspectives: Communication across the life span 
5.9  Debrief and Containment 
Session 5: Emotion Processing 
5.1.  Introduction and Rapport Building 
5.2.  Revision 
5.3.  Coping with Difficult Emotions  
5.4.  Developing Effective Means of Expressing Emotion 
5.5.  Individual Narratives: Processing Abuse Related Emotion 
5.6.  Relaxation and Containment  
5.7.  Homework 
Session 6: Sex Education 
6.1  Introduction and Review of Session Five 
6.2  Rationale for Sex Education 
6.3  Exploring Parental Discomfort about Sex Education 
6.4  Principles for Presenting Sex Education 
6.5  Providing Age Appropriate Information 
6.6  Sex Education Materials and Resources 
6.7  Debrief and Containment 
Session 6: Cognitive Processing 
6.1  Introduction and Rapport Building 
6.2  Cognitive Attributions 
6.3  Time Line of Events 
6.4  Individual Narratives: Letters to Self 
6.5  Relaxation and Containment 
PART THREE: BOUNDARIES AND PERSONAL SAFETY  PART THREE: PERSONAL SAFETY 
Session 7: Boundaries: Setting Limits and Behaviour Management 
7.1  Introduction and Review of Session Six 
7.2  Rationale for Teaching Boundaries and Behaviour Management 
7.3  How Children’s Boundaries can be Affected by Sexual Abuse 
7.4  Understanding Children’s Learning 
7.5  Re-Affirming Boundaries: Managing Children’s Behaviour 
7.6  Consequences for Inappropriate Behaviour 
7.7  Encouraging Desired Behaviour 
7.8  Homework 
7.9  Debrief and Containment 
Session 7: Personal Safety 
7.1.  Introduction and Rapport Building 
7.2.  Personal Safety 
7.3.  Body Ownership 
7.4.  Exploring Personal Space and Boundaries 
7.5.  Appropriate vs. Inappropriate Touch 
7.6.  Early Warning Signs 
7.7.  Individual Narratives: Identified Early Warning Signs 
7.8.  Relaxation and Containment 
7.9.  Homework 
Continued over 
 
Table 5.1 continued 
Overview of the Little Steps Parent Program  Overview of Little Steps Child Program 
Session 8: Personal Safety 
8.1  Introduction and Review of Session Seven 
8.2  Rationale for Teaching Personal Safety 
8.3  Body Ownership 
8.4  Appropriate and Inappropriate Touch 
8.5  Keeping Secrets 
8.6  Early Warning Signs 
8.7  Assertiveness Training 
8.8  Disclosures and Safety Plans 
8.9  Protective Responses to Parental Early Warning Signs 
8.10  Homework  
8.11  Debrief and Containment 
Session 8: Personal Safety: Responding to Not-Okay Touch 
8.1  Introduction and Rapport Building 
8.2  Homework Review 
8.3  Review of Body Parts 
8.4  Exploring Secrets 
8.5  Assertiveness Training 
8.6  Who to Tell: Network Hands 
8.7  How to Tell 
8.8  Individual Narratives: Personalised Network Selection 
8.9  Relaxation and Containment 
 
PART FOUR: A JOINT SESSION  PART FOUR: PREPARING FOR A JOINT 
SESSION 
Session 9:Preparation for Joint Session 
9.1  Introduction and Review of Session Eight 
9.2  Rationale for a Joint Session 
9.3  Preparation for Joint Session 
9.4  Review of Skills Learned in the Program  
9.5  Goals for the Future 
9.6  Preparing for Termination of Sessions 
9.7  Debrief and Containment 
Session 9: Revision of Personal Safety and Preparation for Joint Session 
9.1  Introduction and Rapport Building 
9.2  Review of Personal Safety Session and Behavioural Rehearsal of Key 
Skills 
9.3  Preparation of Joint Sessions 
9.4  Personalised Letters to Parents about Therapy Experience 
9.5  Group Art Mural for End of Program 
9.6  General Conclusions to the Program 
9.7  Relaxation and Containment 
Session10: Parents and Children Working Together 
10.1  Introduction and Rapport Building 
10.2  Sharing Group Experiences  
10.3  Presentation of Children’s Workbooks 
10.4  Children’s Presentation of Art Mural 
10.5  Presentation of Children’s Letters to Parents 
10.6  Facilitated Communication: Joint Narrative 
10.7  Homework Tasks for Booster Session 
10.8  Closing Program 
Session10: Parents and Children Working Together 
10.1  Introduction and Rapport Building 
10.2  Sharing Group Experiences 
10.3  Presentation of Children’s Workbooks 
10.4  Children’s Presentation of Art Mural 
10.5  Presentation of Children’s Letters to Parents 
10.6  Facilitated Communication: Joint Trauma Narrative 
10.7  Homework Tasks for Booster Session 
10.8  Closing Program 
Continued over  
 
Table 5.1 continued 
Overview of the Little Steps Parent Program  Overview of Little Steps Child Program 
PART FIVE: INDIVIDUAL BOOSTER SESSION  PART FIVE: INDIVIDUAL BOOSTER SESSION and FINAL 
EVALUATION 
Session11: Individual Booster Sessions: Child and Parent  Session11: Individual Booster Sessions: Child and Parent 
11.1  Parent and child to feed back their experience of the Little Steps 
program.  
11.2  Parent and child to complete post-program evaluation.  
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Study two of the research reported in this thesis was a continuation of the 
developmental intervention research process that commenced in study one (see 
Chapter Two). Following the evaluation of the Protective Behaviours (PB) program, 
a new approach to early intervention with young children who have experienced 
sexual abuse was formulated (see Chapters Four and Five). Subsequently this new 
program, Little Steps: Early Protective Intervention Program for Sexually Abused 
Children and their Families, was delivered to local families. The evaluation of this 
program is the focus of this chapter.    
 
METHODOLOGY 
Participants 
All participants were either agency referred or self-referred to the Little 
Steps program.  Screening was undertaken with potential participants by holding an 
initial semi-structured intake interview with parents and then, if appropriate, with 
children (see Appendix P). There were some a priori criteria for entry into the Little 
Steps program, including sexual abuse that had been ‘substantiated’ by the Western 
Australian statutory child protection authority (DCP) or Police. Where substantiation 
of sexual abuse was not possible due to procedural/legal difficulties, families were 
included if advice from authorities indicated that it was very likely that sexual abuse 
had occurred and therefore, the Little Steps program was appropriate. Decisions 
about entry into Little Steps were also influenced by a range of contextual 
circumstances facing families as they presented for intervention.  
The selection criterion for the Little Steps program included: (i) the child 
had experienced sexual abuse; (ii) was not currently residing with the perpetrator of 
sexual abuse; (iii) was between the ages of four and ten years; (iv) had a non-
offending parent who would participate in the parent program; and (v) the child was       199 
 
 
either asymptomatic or marginally symptomatic. Three variations of the Little Steps 
program were run in response to the individual needs of children, and are discussed 
in section one of the results section, because these decisions have immediate 
relevance to the case portfolios that are presented.  
Hence, children considered suitable for participation in the Little Steps 
program were assigned to group, family or individual administration of the program. 
Participants included girls aged four to ten years. Girls were not specifically targeted, 
but were the nature of the referred sample. Five mothers, two fathers and a foster 
carer participated in the parallel Little Steps parent program. Three participating 
families included siblings who participated together in the program. One family 
included two children who participated in the first group, which was administered as 
a peer-group program iteration, another family included two children who 
participated in a sibling administered program iteration. One of these siblings, Ava, 
previously participated in the PB program 18 months earlier. This referral was 
coincidental. A third family included four siblings who were also offered a sibling-
group administration of the program, while their mother participated in a small 
parent group with another mother. Another child, of the second parent in this small 
parent group, was offered an individual version of the Little Steps program because 
she was not deemed appropriate for the sibling group that was running at the same 
time.  
Eight children were Caucasian, two were from a culturally and 
linguistically diverse background and one was an Australian Aboriginal child. 
Further demographic information, including the child’s age, ethnicity, and family 
composition, has been combined in a summary of contextual portfolios for each 
child and is described in the within-case contextual analysis (Section One) of this 
chapter. To protect confidentiality, demographic information that could identify a  200     Chapter Six: Evaluation of the Little Steps Program 
 
 
family is not reported.  
 
Evaluation Measures 
The range of measures found to be useful in the evaluation of the 
Protective Behaviours program reported in Chapter Two were retained, while those 
less helpful were either removed or replaced in the assessment battery for the current 
program evaluation. Additional measures included standardised inventories to 
complement the contextual, formative and summative components of this evaluation. 
The range of measures and assessment timeline is presented in Table 6.1, followed 
by descriptions of each measure and, finally, evaluation procedures.  
Descriptions of each measure are presented in order of their conceptual 
relevance to the contextual, formative and summative evaluations undertaken in this 
study. The aspects of children’s contextual environments that were measured 
included: (i) resilience; (ii) pre-sexual knowledge and body awareness; (iii) parent-
child relationship; and (iv) parent and child symptomatology. Some of these 
measures were developed for this study and are as described in Part Three of this 
thesis. In addition to attendance rates and general procedural findings, formative 
aspects included: (i) facilitator feedback of therapeutic process; and (ii) the 
practitioner-client relationship. As in the previous evaluation of the PB program, 
measures of summative outcomes included: (i) children’s knowledge of program 
concepts; (ii) children’s knowledge of touch concepts; and (iii) parent’s feedback 
about the relevance of program topics.  
In addition to the formal measures described next, a semi-structured 
interview was undertaken at intake with referred parents and children for the purpose 
of assessing the suitability of the Little Steps program for each family.   
 
 
Table 6.1 
Assessment Timeline for the Evaluation of the Little Steps Program 
Measures  Pre-test S2  S3 S4 S5 S6 S7 S8 S9 S10 Post-test  Follow-up 
Contextual  Evaluation                  
Semi-structured  Interview  x                
Parent  Observation  Questionnaire  x             x  x 
Individual  Narratives      x x x x x x x x  x     
Children’s Knowledge and Body Awareness Questionnaire   x                    x  x 
Resilience  Questionnaire    x             x  x 
Strengths and Difficulties Questionnaire   x                    x  x 
Trauma  Symptom  Inventory    x             x  x 
Trauma Symptom Checklist for Young Children   x                    x  x 
Formative Evaluation                  
Facilitator  Feedback  Questionnaire      x x x x x x x x  x  x   
Peer  Debriefing    x x x x x x x x  x  x  x 
Clinical  Supervision  x  x x x x x x x x  x  x  x 
Barrett-Lennard Relationship Inventory (Parent from  Practitioner)    x            x  x 
Barrett-Lennard Relationship Inventory (Parent toward Child)  x             x  x 
Barrett-Lennard Relationship Inventory (Child from Parent)  x             x  x 
Summative Evaluation                  
Children’s  Knowledge  Questionnaire  II  x  x x x x x x x x  x  x  x 
Children’s Knowledge of Abuse Questionnaire-III   x  x  x  x  x  x  x  x  x  x  x  x 
Parent  Feedback  Questionnaire  II    x x x x x x x x       
Note: S2-ST10 represent the nine session related subtests202     Chapter Six: Evaluation of the Little Steps Program 
 
 
This interview included basic referral questions about: (i) the nature, discovery and 
sequelae of the child’s sexual abuse experience, (ii) symptoms of psychological, 
emotional and behavioural distress; (iii) other presenting problems or behavioural 
observations (not related to sexual abuse); (iv) the impact of sexual abuse on the 
parent-child relationship and (iii) a developmental history. An initial interview with 
children was also undertaken which enquired about the child’s understanding of their 
referral to the Little Steps program and invited the child to talk about their experience 
of sexual abuse. Each measure underpinning the contextual, formative and 
summative evaluations in this study will now be described:  
 
Contextual Measures 
Observational and conversational data were collected from parents and 
children during each session, as well as during routine weekly telephone contact with 
families throughout their involvement in the program. This information was used to 
generate case formulations of presenting issues for each participant family. The 
Resilience Questionnaire (RQ), Children’s (pre-sexual) Knowledge and Body 
Awareness Questionnaire (CKBAQ) and Parent Observation Questionnaire 
(POQ) were again used in the current study (see Chapter Two for descriptions of 
these measures). Additional developmental, functional and systemic measures were 
also used to assess their influence on a child’s ability to engage and learn through 
their participation in the Little Steps program. Furthermore, given the difficulties 
interpreting the Child-Parent Questionnaire and Reaction Behaviour Questionnaire in 
the PB evaluation, an alternative series of relationship inventories was introduced in 
the current study, namely the Barrett-Lennard Relationship Inventories (BLRI). 
Adult self-report versions of this questionnaire were modified to form a Children’s 
Relationship Inventory (CRI). These relationship measures, while also contributing       203 
 
 
to a contextual appraisal of each family, are described later under formative 
measures.   
Individual narratives, or story time, was a feature of the Little Steps 
program in which children spent individual time with a practitioner to explore, and 
record in narrative form, how targeted concepts applied to their particular experience 
of sexual abuse and how skills taught during the program may be applied in future 
situations. Information obtained through these narratives contributed to a contextual 
appreciation of children’s progress through the program. 
The Strengths and Difficulties Questionnaire (Goodman, 1997), the 
Trauma Symptom Inventory (Briere, 1995) and Trauma Symptoms Checklist 
for Young Children (Briere, 2005) were used to psychometrically strengthen 
appraisals of cognitive, emotional and behavioural functioning. These measures were 
used to complement parent’s appraisals of children’s functioning in the month prior 
to the program’s commencement, which was measured by the POQ.  The Strengths 
and Difficulties Questionnaire (SDQ) – (P4-10 & P4-10 follow-up, Goodman, 
1997, 2001) is a 25-item parent-report and brief behavioural screening questionnaire 
for children, aged three to sixteen years (see Appendix Q). The SDQ measures 
functioning across five sub-scales: emotional symptoms; conduct problems; 
hyperactivity/inattention; peer relationship problems; and prosocial behaviour. Two 
versions of the SDQ are used in the current study: (i) the standard parent-report SDQ 
for children, aged four to ten years, asks parents to report behavioural observations 
made about their child in the previous six months (SDQ P4-10); and (ii) the follow-
up version of the SDQ P4-10 which asks parents to report behavioural observations 
made about their child in the previous month (to increase its sensitivity to recent 
changes following intervention). The latter version includes two questions about the 
helpfulness of the intervention in alleviating difficulties reported in this inventory 204     Chapter Six: Evaluation of the Little Steps Program 
 
 
(e.g. has the intervention reduced problems and/or made them more bearable?). 
Australian normative data is available for the SDQ (Mellor, 2005). Psychometric 
properties for the SDQ included satisfactory internal consistency (Cronbach’s  = 
.73) while test-retest reliability at four and six month intervals is .62 (Goodman, 
2001).  
The Trauma Symptom Inventory (TSI) (Briere, 1995) is a 100-item 
adult self-report measure of acute and chronic trauma symptoms. The TSI includes 
three validity subscales: response level, atypical responses and inconsistent 
responses. It also has ten clinical symptom subscales: anxious arousal, depression, 
anger/irritability, intrusive experiences, defensive avoidance, dissociation, sexual 
concerns, dysfunctional sexual behaviour, impaired self-reference, and tension 
reduction behaviour. The internal consistency (Cronbach’s ) averaged across the 
clinical scales are reported by Briere (1995) as follows: standardisation sample, 
mean  =.86, clinical sample, mean =.87, university sample, mean =.84, and 
military sample, mean =.84. 
The  Trauma Symptom Checklist for Young Children (TSCYC) 
(Briere, 2005) is a 90-item parent report measure of trauma symptoms in children, 
aged three to twelve years. The TSCYC includes two validity scales: response level 
and atypical responses, and nine clinical posttraumatic symptom scales: intrusion, 
avoidance, arousal, total posttraumatic symptoms, sexual concerns, anxiety, 
depression, dissociation, and anger/aggression. The internal consistency (Cronbach’s 
) averaged across the TSCYC clinical scales is =.87 (Briere, 2005).  
 
Formative Evaluation 
Observational and conversational data were collected from parents, 
children and program facilitators during peer debriefing and clinical supervision.       205 
 
 
These observational and conversational data contributed to the formative evaluation 
of the Little Steps program. As with the evaluation of the PB program reported in 
Chapter Two, the Facilitator Feedback Questionnaire II (FFQ-II) was used to 
evaluate the programs direction and orientation, participant motivation and unity 
among group members, atmosphere, facilitator dynamics, program delivery, personal 
evaluation, emotional climate and group process (see Appendix R). Additionally, in 
this evaluation the FFQ-II used in the evaluation of the PB program was modified to 
include a qualitative section for facilitator reflections.  
The relationship dynamic between parents and practitioners contributed 
to the formative evaluation of the Little Steps program delivery. The relationship 
between practitioners and parents was measured using parallel versions of the 
Barrett-Lennard Relationship Inventory (BLRI). Two versions of the BLRI were 
used in the current evaluation to measure parent’s experience of relationship 
received from their group facilitator (MO/OS64 and MO/OS40-short form, see 
Appendixes S and T). The BLRI measures four relationship variables: emotional 
understanding, level of regard, congruence, and unconditionality of regard (Barrett-
Lennard, 1998). The BLRI-MO64 and BLRI-OS40 have the following internal 
reliability coefficients across the four relationship subscales: emotional 
understanding,  =.84, level of regard, =.91, unconditional regard, =.74, 
congruence, =.88 and total, =.91. Mean test-retest reliabilities of the subscales 
are: emotional understanding, .83, level of regard, .83, unconditional regard, .80, 
congruence, .85. The total scale test retest is .90 (Gurman, 1977, pp508, cited from 
Barrett-Lennard, 1998).  
A child version of the BLRI was developed for use after the first 
program iteration in the current study, to compare children’s experience of being in a 
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their relationship with their child. The scale, called the Children’s Relationship 
Inventory (CRI), was constructed as a short and parallel form of the adult version of 
this questionnaire, and comprised 16 statements including four statements each 
representing emotional understanding, level of regard, congruence and 
unconditionality of regard (see Appendix U). Two statements were written in the 
positive, e.g. “   really likes me”, and two were written as negated statements, 
e.g. “    doesn’t like me being around”. A dichotomous response choice was 
first elicited from children, “yes, this is true” or “no, this is not true”, followed by the 
child indicating a response selected from five pictures of a child holding a flag that 
showed incrementally increasing colour in the flag to represent a 5-point Likert scale 
with response options ranging from “no way, never true”, “a little bit true”, 
“sometimes this is true”, “this is true most of the time” and “yeah, this is always 
true”. The 16 items were selected from the original version of this inventory and 
modified for simplicity. For example: “she sees what I mean even when I have 
trouble saying it” was modified to “mum/dad knows what I mean even when I find it 
tricky to say” or “whatever mood I am in, doesn’t change how she feels about me” 
was modified to “it doesn’t matter what mood I am in mum/dad still feels the same 
way about me”. The psychometric properties of this CRI will be evaluated in Part 
Two of this thesis. 
 
Summative Evaluation 
The summative evaluation of the Little Steps program was measured 
according to children’s program specific knowledge of concepts and skills as well as 
their general belief sets about touch and the appropriateness of interactions with 
others. Like the evaluation of the PB  program, children’s program specific 
knowledge was measured with a knowledge questionnaire. However, this       207 
 
 
questionnaire was modified to reflect differences in program concepts in the Little 
Steps program, and the organization of levels of knowledge integration was modified 
to avoid inadvertent prompting of applied skills (as this was a limitation in study one 
– see Chapter Two). The Children’s Knowledge of Abuse Questionnaire-III was 
again used to measure core beliefs about touch and interactions with others. In 
addition, the relevance of program topics incorporated into the parent program was 
measured by asking parents to complete a component analysis of topic relevance. A 
description of these measures is offered next. 
Knowledge of Protective/Coping Concepts. To determine children’s level 
of integration of knowledge for targeted learning objectives in the Little Steps 
program, a program specific Children’s Knowledge Questionnaire-II (CKQ-II) 
was used (see Appendix V). The CKQ-II is a modified version of the CKQ used in 
the evaluation of the PB program. For the evaluation of the Little Steps program, this 
knowledge assessment was modified in three ways. First, questions were modified to 
reflect the new content of the Little Steps program. Second, unlike in the CKQ which 
subjected only a small proportion of skills to the more stringent assessment criterion 
of applied and independent levels of knowledge integration, the CKQ-II subjected all 
questions to these levels of assessment. The third modification involved re-thinking 
the conceptual difference between independent and applied questions. For example, 
the three levels of knowledge integration of the CKQ included: (i) preliminary 
learning (prompted recognition of target concepts); (ii) integration of general 
principles about children’s responses to threat universally (i.e. what can children do 
it…); and (iii) children’s ability to apply knowledge in personalized situations (i.e. 
what could you do if…). However, this ordering of item difficulty was inconsistent 
with theories of cognitive development in terms of ego-centricity of reasoning, 
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CKQ-II, preliminary learning was again measured as prompted recognition of 
relevant knowledge targets, while independent levels of knowledge integration 
consisted of “what would you do if…” questions. Applied level of knowledge 
integration consisted of “what should children do if…”. In addition, the presentation 
of these questions was re-ordered so that applied questions were asked first, followed 
by independent level questions. Prompts were available for some questions and not 
for others, because the nature of questions did not lend themselves to prompting. For 
example, when children were asked to colour-in different parts of the body in 
different colours, rather than being prompted, they were encouraged to ‘have a go’ 
when uncertain about some body parts.  
Eighteen skills/knowledge targets were assessed at independent and 
applied levels of integration using the CKQ-II, and only nine skills were prompted if 
a child was unable to respond to independent or applied questions. These 
skills/knowledge targets included:  
1.  Identification of emotion in self and others (prompt available);  
2.  Recognition of situational correlates to emotion (prompt available); 
3.  Identification of thoughts in self and others (prompt available); 
4.  Appraisal of thoughts; 
5.  Monitoring emotional intensity; 
6.  Identification of body parts; 
7.  Identification of private body parts; 
8.  Functions of private parts (prompt available);  
9.  Safety rules about hugging and tickling; 
10.  Reasons for children to disclose not-okay touch (prompt available); 
11.  Selection of a network of safe adults, including: the places to find 
them and people with whom to discuss feelings and threat situations; 
12.  Differentiation between okay and not-okay touch; 
13.  Differentiation between unsafe secrets and safe surprises; 
14.  Identification of bodily early warning signs (prompt available);  
15.  Ways to assess safety against key principles        209 
 
 
16.  Immediate responses to inappropriate touch (prompt available);  
17.  Planned disclosure of not-okay touch (prompt available); and 
18.  Persistence in help seeking (prompt available).  
 
Core beliefs about appropriate and inappropriate touch. As in the PB 
evaluation study, the Children’s Knowledge of Abuse Questionnaire-III (CKAQ-
III, Tutty, 1997) was used to assess children’s knowledge of appropriate and 
inappropriate touch (see Chapter Two for description). 
 
Preliminary summative evaluation of the Little Steps parent program. 
The Parent Feedback Questionnaire II used in the evaluation of the PB Protective 
Parenting program was again used, but was modified to reflect the content of the 
Little Steps Parent program. A copy of this questionnaire is presented in Appendix 
W. At the beginning of each session, parents were asked to complete the Parent 
Feedback Questionnaire II to report on the helpfulness and relevancy of each 
program component delivered in the previous session. This allowed assessment of 
parents’ processing of information and application of learned skills during the 
intervening week relative to program components. Parents provided this information 
using a 5-point Likert rating scale (i.e. “not at all helpful”, “occasionally helpful”, 
“somewhat helpful”, “very helpful” and “extremely helpful”). In addition, parents 
were asked to itemize the most helpful and least helpful components of each session, 
as well as to rate how appropriate the delivery of the session was to meeting their 
needs. Appropriateness of delivery was rated according to: pace, conceptual 
difficulty and usefulness of handout material. Parents were also asked to report 
whether they had completed sessional homework, which was itemized on each 
week’s questionnaire.  210     Chapter Six: Evaluation of the Little Steps Program 
 
 
Although described here under summative measures, formative outcomes 
were also collected from the Parent Feedback Questionnaire II. These included: (i) 
formation of new relationships between group members; (ii) alignment among group 
members; and (iii) alignment with their group facilitator.  
 
PROCEDURES 
Evaluation Procedures 
The overarching research design for the evaluation of the PB program was used 
again in this study with the exception of the aforementioned modifications and 
refinements of program specific measures. A Developmental Intervention Research 
framework was incorporated to provide systematic direction informing the process 
steps involved in developing a new approach to intervention. Figure 6.1 represents 
refinements to the evaluation design used in evaluating the PB program, including a 
modified aim and the incorporation of the DIR method driving the simultaneous 
development and evaluation of the Little Steps program. These modifications are 
represented by the shaded boxes in this model. 
The iterative nature of assessment recommended by the Action Research 
methodology, employed in both program evaluations, involved appraising both 
program outcomes and monitoring children’s progress session by session. This is 
captured in the timeline of assessments depicted in Table 6.1 above. For each 
iteration of the Little Steps program, children and their participating parents met four 
times with the researcher-practitioner to complete assessment inventories: prior to 
commencing the program; weekly, at the beginning (for children) or end (for 
parents) of each session; following immediate completion of the program; and at 
three month follow-up. Fourteen measures and a semi-structured clinical interview       211 
 
 
were used to assess key program outcomes. All inventories were administered in 
individual interviews, to accommodate children’s comprehension.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6.1.  Evaluation Taxonomy for the Little Steps Program  
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Evaluation Procedures: Parent. Upon entry into the program, each 
family received a battery of questionnaires. Parents participated in a semi-structured 
intake assessment with the researcher-practitioner prior to the commencement of the 
Little Steps program. Then, when families were assessed as suitable for inclusion in 
the program, parents were asked to complete the Parent Observation Questionnaire, 
CKBAQ, TSI, TSCYC and SDQ. As part of the formative assessment battery, 
parents were also asked to complete the BLRI (parent-child relationship). After 
session one, to measure initial engagement with their group facilitator, parents were 
asked to complete the BLRI (parent-practitioner relationship). 
To measure therapeutic process, alignment and the relevancy of sessional 
content covered the previous week, session related versions of the Parent Feedback 
Questionnaire II were completed by parents at the beginning of each session. 
Immediately following completion of the Little Steps program and again three weeks 
later, all inventories were re-administered.  
 
Evaluation Procedures: Child.  The battery of assessments for child 
participants included contextual assessments enquiring about their perceived sense of 
resilience, using the RQ, and their experience of their parent’s relational response 
toward them (using the BLRI: Child). In addition, children were assessed for their 
existing knowledge of feelings, thoughts and protective behaviour concepts that 
would be targeted by the Little Steps program, using the program specific CKQ-II. 
Children’s broader belief sets about the appropriateness of touch were also assessed 
using the modified version of Tutty’s (1996) CKAQ-III. These pre-test assessments 
typically required between half an hour to one hour to complete, and were 
administered individually with each child to ensure their comprehension of 
questions.        213 
 
 
Following pre-program evaluation assessments, session specific subtests 
of the CKQ-II were administered for every subsequent session. Again, these 
assessment instruments were administered individually with each child at the 
beginning of sessions. The CKQ-II sub-tests incorporated a ‘stagger’ design, such 
that each session’s content was assessed consecutively over three weeks, which 
permitted tracking of the learning process.  
Then, one to two weeks following completion of the Little Steps 
program, participating families attended a post-program evaluation session with the 
researcher-practitioner. At this time, children were re-assessed using the composite 
version of the CKQ-II and CKAQ-III, as well as contextual measures: RQ and BLRI 
(Child). This assessment procedure was again repeated approximately three months 
after completion of the Little Steps program.  
 
Evaluation Procedures: Group Facilitator. Program facilitators, which 
included two practitioners allocated to the child program and one practitioner 
allocated to the parent program, contributed to discussions and provided 
observations of therapeutic process and families’ progress in the program during 
peer debriefing and clinical supervision. In addition, program facilitators completed 
a weekly Facilitator Feedback Questionnaire at the end of every session. In 
combination, these multiple observations contributed to both formative and 
summative aspects of this evaluation.  
 
RESULTS AND DISCUSSION 
As in the earlier evaluation of the PB program reported in Chapter Two, 
interpreting the data collected in this evaluation of the Little Steps program involved 
exploring points of convergence and divergence between both data type and source. 214     Chapter Six: Evaluation of the Little Steps Program 
 
 
All data were thematically organised with a vigilant eye for emerging themes. 
Resulting inferences drawn from this data were then presented to the two research 
supervisors and the facilitation team. Where any divergent inferences emerged from 
this consultation, data were re-examined for any evidence of alternative 
explanations.  
The idiographic and nomothetic nature of this study’s data collection and 
analysis meant that a within-case contextual analysis was undertaken for each 
family, as in the PB evaluation, and was followed by a cross-case/group analysis of 
formative and summative outcomes. The contextual analysis in this study was 
enhanced by longer-term contact with families, which provided more opportunities 
to explore presenting issues and progress. Standardised instruments were introduced 
to help identify the strengths and difficulties among presenting families. Case 
formulations are a routine practice in clinical service settings because they help to 
organise complex and contradictory information about clients and their presenting 
issues (Lieberman & Van Horn, 2008).  Hence, in section one of the results, case 
formulations are presented for each family which were mindful of: (i) presenting 
problems; (ii) predisposing factors; (iii) precipitating factors; and (iv) maintaining 
influences. These formulations were derived from information gained from semi-
structured interviews, observations and conversations with children, parents and 
individual therapists from external agencies.  
The formative analysis involved exploring the impact of program 
delivery variables, broader service provision procedures and therapeutic alliance on 
outcomes for families. While the results obtained from the standardised symptom-
questionnaires (i.e. TSI, TSCYC and SDQ) contribute to the summative analysis of 
the Little Steps program, interpretation of these results was embedded within the 
contextualised analysis of each case formulation. The summative analysis, therefore,       215 
 
 
was weighted in accordance with children’s ability to demonstrate skills covered in 
the program, as well as their understanding of appropriate and inappropriate touch, 
through knowledge assessments, behavioural application of skills and parental 
observations. Accordingly, case portfolios are first presented in section one, 
followed in section two by a formative analysis, which includes descriptions of 
service provision, program delivery and therapeutic factors. Furthermore, the 
contextual and formative analysis in this evaluation provides a clear context for 
interpreting the summative findings presented in section three. All aspects of this 
evaluation will then be integrated in a combined discussion of the effectiveness of 
the Little Steps program in meeting the needs of participating families.  
 
Section One: Within-Case Formulations 
Case formulation involves synthesizing information gained from 
multiple sources collected via different modalities into a conceptualisation of a 
client’s presenting issues. It is firmly embedded within a contextual appreciation of 
significant relationships and environments (Lieberman & Van Horn, 2008). 
Crucially in paediatric practice, a developmental perspective is important because 
children’s responses to stress are influenced by their cognitive capacity to understand 
events (Holmbeck et al., 2003; Saywitz et al., 2000). For this reason, a 
developmental perspective is a common thread in the case formulations developed 
for children who participated in the Little Steps program. These formulations are 
organised in this section around understanding the impact of predisposing 
vulnerabilities, precipitating factors, protective factors and maintaining influences on 
problem issues. They will be presented here within a contextual appraisal of families 
as they entered, progressed through and completed the Little Steps program. 
However, since several iterations of the Little Steps program took place during the 216     Chapter Six: Evaluation of the Little Steps Program 
 
 
period of this evaluation, a description of the refinements made to the program and 
its delivery is first presented as important background information for interpreting 
the case portfolios that follow. Data and output files of participant responses on 
quantifiable questionnaires, included in the following portfolios, are presented in 
Appendix X.  
 
Program Iterations  
Four iterations of the Little Steps program were delivered via group, 
family or individual administration. Decisions about the delivery mode were made 
based on need assessments for each referred family and, in one instance this led to a 
child, Sophie, and her mother being offered a longer term play therapy intervention 
rather than the Little Steps program. Sophie is, therefore, excluded from the formal 
contextual and summative evaluations reported in this chapter. The processes 
involved in deciding to pursue a different intervention course with Sophie highlight 
the idiographic nature with which intake assessments were made. The concepts 
covered in the Little Steps program were covered with Sophie, but delivered through 
child-centred play therapy (rather than a structured group approach). Involvement of 
the Family Court in this instance meant that a non-directive approach to intervention 
was desirable. Observations made about Sophie and her mother’s engagement in this 
intervention approach, while not formally contributing to measurable outcomes, have 
been drawn into the scope of the formative evaluation, particularly in regard to 
service delivery procedures.  
In the first two iterations of the Little Steps program, (1x peer group, 1x 
sibling group), which were delivered through the School of Psychology Clinical 
Psychology Service at Murdoch University, staff participants included myself as 
researcher-practitioner, and three volunteer program facilitators (two were sixth year       217 
 
 
Clinical Psychology trainees and my supervisor Dr Reid, a Clinical Psychologist, 
and Senior Lecturer). In the third and fourth iterations of the Little Steps program (1x 
sibling group, 1 x individual), which were delivered through a community women’s 
health and counseling service, staff included myself, one Psychologist registered 
with the Psychologists Board of Western Australia
4 and two employed counsellors 
(one a three year trained social worker and one a provisionally  registered 
Psychologist in Western Australia
5).  
The first group included four children (Sacha, Paige, Lily and Nadia) and 
five parents (three mothers and two fathers). Two children were siblings from one 
family (Lily and Nadia). One volunteer program facilitator delivered the first 
iteration of the Little Steps parent program while I and a second volunteer program 
facilitator delivered the Little Steps child program. The second program iteration was 
delivered as a family intervention, for two siblings (Ava and Abbey) and one mother.  
A third and fourth iteration of the program were conducted at a local 
community women’s health service and involved a sibling-group program and an 
individually administered program. The service provider invited me to deliver the 
program through their service as part of professional training for staff who were 
planning to run a counselling service for this population. This third iteration of the 
program involved four children (Jacqui, Pipa, Meg and Cate) who were siblings 
participating in a Little Steps group together. Their mother joined with another parent 
participant who was the foster mother to Gemma. In a fourth iteration of the 
program, Gemma was provided with an individual administration of the Little Steps 
program. The decision to separate the children in these two families (i.e. individual 
therapy for Gemma and sibling intervention for the others) was based on 
                                                      
4 Registration with the Psychologists Board of Western Australia requires a four year university 
degree in an accredited Psychology program plus two years full time supervised practice.  
5 Provisional registration with the Psychologists Board of Western Australia requires a four year 
university degree in Psychology and currently undergoing supervised practice in the field.   218     Chapter Six: Evaluation of the Little Steps Program 
 
 
consideration of the differences between Gemma relative to Jacqui and her sisters, 
which will be discussed in detail in the case portfolios reported below.  
 
Case Portfolios 
Participant 11 (Sacha): Sacha was a five-year-old girl who was referred 
to the program by her parents after she told them about an incident of inappropriate 
touching with her babysitter’s boyfriend. Sacha had previously disclosed this 
information to her babysitter, who was known to the family as their local child care 
worker, but this information had reportedly been dismissed by the babysitter. Sacha 
then disclosed this information to her maternal grandmother who facilitated Sacha’s 
subsequent disclosure to her parents upon their return from an overseas holiday. 
Upon learning of the incident, Sacha’s parents took their family on a short trip to 
“collect [their] thoughts” about the situation. During this time they made contact 
with a crisis service to explore their options for reporting the incident. Sacha’s 
mother reported that this trip prevented her from engaging in angry outbursts 
towards the alleged perpetrator, who was a local member of their community. The 
multiple process steps involved in reporting this incidence of sexual abuse, as well as 
seeking therapy services, had been undertaken rationally by Sacha’s parents and with 
apparent clarity, despite their distress over this period. Their description of calmly 
planning to cope with this crisis was consistent with their presentation throughout 
the program and is indicative of a coping style that is likely to be a protective factor 
mediating coping outcomes for Sacha.  
Sacha’s parents presented to the Murdoch Psychology Clinic about six 
weeks following Sacha’s disclosure of abuse, which was three months prior to the 
scheduled commencement of the Little Steps program. Prior to contacting the clinic, 
Sacha’s parents had engaged in investigating procedures which had resulted in the       219 
 
 
alleged perpetrator of Sacha’s sexual abuse being charged. By the time the Little 
Steps program commenced, their case had been scheduled for a criminal court 
hearing. Sacha’s mother reported that Sacha appeared to be coping well with the 
current circumstances and had been able to recall the details of the event during her 
police interviews. Sacha’s mother reported during this initial session that, since the 
time when Sacha had reported the abuse, she found relaxing difficult, and that there 
were a few moments during the day when she experienced reprieve from ruminating 
thoughts and imaginings of her daughter’s abuse. Sacha’s father, in contrast, reported 
that he was able to keep from thinking about the abuse too often by keeping busy at 
work, which he found helpful in alleviating his emotional arousal. These reports by 
Sacha’s parents were consistent with their symptom profile, as measured initially 
using the Impact of Events Scale (IES)
6  and later, immediately prior to the 
commencement of the Little Steps program, using the TSI. For example, Sacha’s 
mother showed elevated hyperarousal and intrusion sub-scores on the IES. However, 
by the time Little Steps was due to commence, her profile indicated she was largely 
asymptomatic, although she had slight elevation in the anger/irritability subscale (see 
Figure 6.2). Sacha’s father also initially showed some elevation on the avoidance 
subscale of the IES, but his profile on the TSI indicated he also was largely 
asymptomatic (see Figure 6.3). These profiles are considered a consistent and 
reliable depiction of thes parents’ presentation to the Little Steps program, with 
initial symptomatology reflecting their experience of ‘shock’, which was alleviated 
over the intervening months.  
An initial assessment session with Sacha took place two weeks before 
the commencement of the Little Steps program. She presented initially as shy, 
although she soon engaged well in the assessment process. She reported that she was 
                                                      
6 The Impact of Events Scale was used for Sacha’s family only while awaiting the arrival of Trauma 
Symptom Inventory protocols which had been ordered for commencement of the Little Steps program.  220     Chapter Six: Evaluation of the Little Steps Program 
 
 
unaware of why she had been referred to the program, but, when her mother 
reminded her, she recalled it  
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Figure 6.2.  Sacha’s Mother’s Symptom Profile using the TSI 
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Figure 6.3. Sacha’s Father’s Symptom Profile using the TSI       221 
 
 
was related to her experience of sexual abuse and that she had “been very brave to 
tell the special people”. Sacha’s responses on the RQ were consistent with her 
parent’s description of a large social network of family and friends. Her responses 
also indicated that Sacha experienced a high degree of resilience which was 
comprised of her access to external support, sense of internal resources and 
competence in interpersonal skills (see Figure 6.4). A measure of Sacha’s perceived 
sense of relationship with her parents was not undertaken because this measure had 
not yet been constructed. Using the Parent Observation Questionnaire, Sacha’s 
parents reported that in the month prior to the Little Steps commencement, there had 
been little change in Sacha’s behaviours, except that Sacha had become more 
physically affectionate toward them and sometimes experienced nightmares. Their 
responses on the CKBAQ, SDQ (see Figure 6.5) and TSCYC (see Figure 6.6) also 
indicated that Sacha had not recently experienced any social, behavioural, emotional 
or academic difficulties.  
During their pre-program assessment session, Sacha’s parents were 
asked to identify their goals for participating in the Little Steps program. These 
included: minimising Sacha’s “loss of confidence”; giving her the opportunity to 
explore her emotional responses to abuse; and to reduce her experience of 
nightmares through processing the experience. In addition, Sacha’s parents hoped to 
receive assurance that their own thoughts and feelings were normal and to develop 
more positive and helpful thoughts about their situation.   
Progress through the Little Steps Program: Sacha was a sociable girl 
who engaged well throughout the program with both group facilitators and other 
child participants. She formed a particular alignment with another child her age, 
Lily. She displayed some separation anxiety, becoming more “clingy”, during the 
first session  222     Chapter Six: Evaluation of the Little Steps Program 
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Figure 6.4  Sacha’s Sense of Resilience as Measured by the RQ 
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Figure 6.5. Sacha’s Strengths and Difficulties Measured using the SDQ 
Prosocial Behaviour < 4 = Clinical Range 
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Hyperactivity > 7 = Clinical Range 
Emotional Symptoms > 5 = Clinical 
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Total Problems > 17 = Clinical Range       223 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
when her mother began to leave the room. However, this anxiety, which is 
developmentally typical of separation fear in new environments (Gullone, 2000) did 
not recur in subsequent sessions. Sacha and her family attended all 10 sessions of the 
Little Steps program and an individual family session after its completion.  
At the beginning of the program, Sacha demonstrated knowledge and 
application of some feelings words, for example, expressing that she felt “brave” that 
she had told the “special people” about what had happened. During individual 
narrative segments, Sacha became progressively more expressive over the course of 
the Little Steps program. For example, she reported that she “gets scared when I 
think about him coming over to my house...but that’s only when I hear someone 
talking [about it]...[and] if [he] did come over, my mum and dad would tell him off 
and make him go away and he would be in big trouble”
7. When asked how she felt 
when the sexual abuse (“not-okay touching”) had occurred, she reported that she felt 
                                                      
7 Quotations are presented as rendered in order to improve readability 
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“scared because I was in my own bed all on my own and it was dark...[and] I didn’t 
understand what was going on”.  
Toward the end of the program, Sacha reported being unable to 
remember many of the details of her experiences of sexual abuse. However, she did 
recall this as a time when her mum, dad and nana felt “very sad” about what had 
happened and that she felt sad also. She also recalled this as a time when her mum 
was “grumpy” a lot. She reported remembering the holiday with her family after 
telling her mum and dad about the touching, and recalled that she had “fed the 
animals, there were chickens, rabbits, ponies, sheep and nana came too”. Her outlook 
at the end of the program remained optimistic. This was illustrated in her report that 
she thought it was important to tell her parents: “that I love them; [tell them] about 
ideas of what we can do together; [and] about how many smileys I get at school”. 
Also, while acknowledging that she could tell her parents if she were to be hurt or in 
trouble at school, she said “yes, but I never do [get in trouble]”.  
In the final session of the program, which was a joint session with her 
parents, Sacha reported that she felt less scared about sleeping in her bedroom at 
night. This coincided with her parents’ report of fewer nightmares. Reflecting on 
their progress through the Little Steps parent program, Sacha’s mother reported that 
she had learned: “My behaviour and emotion states I got myself into are so normal. 
And I’ve been able to develop skills and tools to control that. There is light at the end 
of the dirty, smelly tunnel...[I have felt] more in control and stronger for the 
emotional needs [Sacha] may endure...[I have noticed] that my thoughts and thinking 
is a lot clearer and makes sense”. Sacha’s father reported that he had learned “that 
we/it will be alright...[I have felt] I have grown as a person and are much more well 
equipped to deal with life’s situations...[I have noticed that I am] a better listener, 
better communicator and just over all better”.       225 
 
 
Two weeks after the Little Steps program, Sacha’s mother reported that 
she had been distressed when she had recently caught Sacha playing a ‘touching’ 
game, under a blanket with a same aged child, while they were entertaining friends. 
Furthermore, seeing this game as inappropriate, Sacha’s mum raised the issue with 
the other child’s mother, which had created conflict between them. At 3-month 
follow-up Sacha’s mum reported that they no longer had contact with that family. 
During post-test assessment, Sacha’s mother, who completed the TSCYC, indicated 
elevated Sexual Concerns. From their description of the incident, however, it appears 
to fall within an age-typical range of play behaviours. Sacha’s mother’s responses on 
the CKBAQ indicated that she did not have any additional concerns regarding 
sexualised behaviours. She also reported that Sacha was experiencing fewer 
nightmares and her responses on the SDQ indicated no additional symptom 
difficulties. Sacha also indicated in her responses on the RQ that she continued to 
experience a high degree of resilience. These outcomes were maintained at 3-month 
follow-up. Hence, this family entered the program largely asymptomatic and 
remained so throughout their involvement in the program.  
 
Participant 12 (Paige): Paige was an eight-year-old girl referred to the 
program by a Clinical Psychologist who was concurrently providing Paige with 
therapy for trauma related symptoms following sexual abuse some three years 
earlier. The perpetrator of Paige’s sexual abuse was her father, who committed 
suicide after being charged by police following Paige’s disclosure. Paige told her 
mother, when using the toilet while on a family picnic, that she had been 
inappropriately touched by her father and that this touching occurred at their home 
when her mother was out or at work and would stop when she got home. During the 
investigation of Paige’s disclosure, several of Paige’s paternal cousins, who at this 
time were adults, also revealed that Paige’s father had sexually interfered with them 226     Chapter Six: Evaluation of the Little Steps Program 
 
 
in childhood, when he was about 14 years old. Paige’s mother expressed her concern 
and suspicion that Paige’s two older brothers had also been sexually abused by their 
father, saying that when she asked about their father and their interactions with him, 
Paige and her brothers would “shut each other down”. Paige’s mother reported that 
she was unaware of the full extent of Paige’s experience of sexual abuse, and had not 
sought this information from police after her husband’s suicide. She reported that she 
was aware there was a suicide note which she thought contained information about 
the abuse; however, her former mother-in-law had burned the letter. Paige’s mother 
reported that all of her children attended their father’s funeral, but they elected not to 
participate in any of the formal ceremonies. She explained that Paige rarely spoke 
about her sexual abuse at home, or about her father, except to occasionally say that 
she “missed her daddy”.  
In their referral information, Paige’s mother’s parenting style was 
described as “disengaged and [she] struggles to set boundaries”. She presented to the 
program as largely ambivalent about her participation in the parenting program. For 
example, she often stated that she was unsure why she had to attend because “I have 
been protecting Paige since 2003, I don’t know if I can get any stronger than I 
already am”. Her presentation was consistent with the unremarkable outcomes 
obtained on the TSI (see Figure 6.7), which is a self-report measure. Paige’s mother 
probably completed this questionnaire with a substantial degree of self-censorship.  
She reported that she did not have a lot of social or familial support and found other 
people difficult to trust. Trauma related difficulties were confounded by a 
complicated grief process for this family, which appeared to manifest in Paige’s 
mother’s avoidant coping style, leading to disengaged parenting, which may have 
underpinned Paige’s difficulties in processing her sexual abuse and loss of her father. 
Paige’s mother identified her goals for their participation in the Little Steps program,       227 
 
 
as: personal safety training for Paige; strategies for boundary setting and behaviour 
management; to “meet other parents” and for Paige “to be able to move on and learn 
to trust and grow with my child”.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Paige presented to an initial assessment session as apparently anxious 
about the questions to be asked of her and was clingy toward her mother. They did 
not appear to have an open communication style regarding issues of sexual abuse 
and her father’s death. During the initial assessment, Paige indicated that she was not 
aware why she had come to the clinic. Her mother reported that she thought it would 
be best if I told Paige about the Little Steps program and its purpose. Paige displayed 
her ability to maintain attention while answering questions on the RQ, followed by 
the CKQ-II and CKAQ-III (which took about 1½ hours) while her mum waited in 
the waiting area. Paige engaged well in all of these activities. Her responses on the 
RQ indicated that she experienced a high degree of resilience comprised her access 
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to external support, sense of internal resources and competence in interpersonal skills 
(see Figure 6.8).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
These presenting features were somewhat inconsistent with her 
individual therapist’s descriptions of Paige as behaviourally impulsive and 
emotionally withdrawn. While she did not behave impulsively during any sessions of 
the Little Steps program, throughout the program, she was observed to be reluctant to 
engage in abuse-specific conversations and activities, or conversations about her 
father. Some improvement in her willingness to discuss her father was observed 
during the program. Paige’s mother reported that Paige had difficulty maintaining 
attention at school and explained that Paige, who was in Year 3, was not able to 
recall the names of her teacher and classmates, despite being a long term student at 
the school and currently in term three of the school year.  Paige’s mother also 
explained that she was academically behind her peers. These difficulties manifested 
in her struggles to read or write all letters of the alphabet and in her inability to 
perform simple arithmetic. It was considered relevant, that her two older brothers 
had diagnosed learning disabilities and were being treated for attention deficit 
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Figure 6.8.  Paige’s Sense of Resilience using the RQ       229 
 
 
hyperactivity disorder, identified by the community mental health team prior to 
Paige’s disclosure of sexual abuse.  
Paige’s mother reported that Paige was a restless sleeper, which 
coincided with frequent nightmares. These nightmares had begun to diminish in the 
month prior to commencement of the Little Steps program. In addition, she reported 
that Paige would request they move house almost daily. Using the Parent 
Observation Questionnaire, Paige’s mother also reported that she’d observed Paige 
becoming more fearful of strangers in the past month. Responses obtained from an 
initial TSCYC, completed by Paige’s mother, showed sub-scale scores falling in the 
99
th percentile. The possibility of a PTSD diagnosis was discussed with Paige’s 
referring clinician, as well as the appropriateness of Paige’s participation in the Little 
Steps program. The referring clinician and I shared similar concerns about the 
validity of using parent-report measures with Paige’s mother because of difficulties 
she had differentiating her own emotional difficulties from her observations of 
Paige’s emotions and behaviours. Consequently, the TSCYC was re-administered a 
week later in interview format, with a view to exploring examples of the 
symptomatology Paige’s mother had reported. As expected, over-reporting was 
evident in Paige’s mother’s responses on the TSCYC. She rated Paige as “often” 
displaying exaggerated startle responses because she would “jump when a balloon 
was popped” and that Paige “often” displayed concerning sexualised behaviours as 
she “giggles when someone says sex or sees couples kissing or hugging or when 
people mention girlfriends or boyfriends”. These responses are, in fact, 
developmentally appropriate behaviours. Furthermore, responses on the TSCYC 
were inconsistent with Paige’s mother’s responses on the CKBAQ and SDQ, which 
apart from some minor reports (i.e. “occasionally”) of psychosomatic complaints, 
indicated that Paige was largely asymptomatic Hence, Paige’s mother’s responses on 230     Chapter Six: Evaluation of the Little Steps Program 
 
 
the TSCYC obtained via interview format were considered more representative of 
Paige’s symptoms and are depicted in Figure 6.9, followed by her profile using the 
SDQ in Figure 6.10. After further consultation with Paige’s individual therapist, 
Paige was included in the Little Steps program and weekly conferencing took place 
between me and her therapist to ensure continuity and follow-up of care. 
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Figure 6.9.  Paige’s Symptom Profile using the TSCYC 
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Figure 6.10. Paige’s Strengths and Difficulties using the SDQ 
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Progress through the program: Paige presented to the initial Little Steps 
sessions about 20 minutes late and showed some separation anxiety, but attendance 
pattern was not repeated in subsequent weeks. During the program, Paige engaged 
well with program facilitators and other child participants, although she showed a 
clear preference for group based work rather than for individual activities with a 
practitioner. At times, she engaged in off-task behaviour. When she did this, it was 
usually initiated by another child and she was easily re-directed to on-task activities. 
She contributed meaningfully to group discussions, but preferred other children to 
speak first; this may have possibly reflected a fear of failing or giving over-exposed 
responses. In early sessions, Paige appeared reluctant to discuss aspects of her abuse 
experience, but, toward the middle and end of the program, she became more 
comfortable with this process. During initial sessions, she reported that she “missed 
daddy” and “get’s scared that my granddad might touch me that way too”. She also 
reported that “when my dad touched me in a not okay way I felt sad because my dad 
wouldn’t stop. When I told my mum I felt better”. When asked about how it felt 
when she’d spoken with her mother about sexual abuse she reported: “I was at a 
picnic and I told my mum that daddy was keeping a secret from mum and that when 
he gets home and my mum isn’t home he touched me in the ruddie parts and when 
she gets home he stops”. In the context of her reluctance to discuss her abuse during 
eight months of individual treatment, during her involvement in the Little Steps 
program, this report was seen as a significant positive outcome for Paige. Moreover, 
during discussions and activities about safety networks, facilitated in session eight, 
Paige independently recalled the names of her teacher and classmates - another 
important step forwards.  
In a similar process of engagement, Paige’s mother appeared to find her 
attendance at the Little Steps program confronting. She arrived about 20 minutes late 232     Chapter Six: Evaluation of the Little Steps Program 
 
 
to each of the first three sessions and when called upon to contribute to group 
discussions would repeat  “I have been protecting [Paige] since 2003, I don’t know if 
I can get any stronger than I already am”. According to the parent group facilitator, 
Paige’s mother appeared keenly aware of the differences in experience between her 
family and other participating families, particularly in relation to her former 
husband’s suicide, which at times seemed to isolate her from the group. Her 
presentation during these initial sessions was also challenging for the parent group 
facilitator, who described her as competing for the role of “group leader”. She 
appeared to struggle in initial sessions when connecting with other parents, 
describing one parent as “annoying”. Weekly telephone contact between sessions 
provided a private opportunity to discuss her ambivalence and role in the group and 
importantly focused on acknowledging the difficulty she experienced each week to 
“just turn up to the sessions”. During these calls, her reports of feeling “drained and 
shattered ... like I’m moving backward” were reframed as the next level of 
processing experiences that presents additional challenges that are emotionally 
confronting. From session four, coinciding with Paige’s increasing preparedness to 
engage more fully in individual conversations with the child-group facilitator, 
Paige’s mother appeared more committed to her involvement in the program. The 
family arrived promptly to sessions, with completed homework. This homework 
included rearranging the children’s bedrooms, so that Paige was no longer in the 
room where her sexual abuse had taken place, which was a strategy to address her 
continued requests to move house. Paige’s mother had also implemented some 
recommended behavioural strategies. (e.g. successfully using a behavioural 
reinforcement program, suggested to encourage Paige to sleep in her own bed). 
Paige’s mother was also observed to become less judgemental of other group 
members and showed a greater willingness to actively contribute to discussions.         233 
 
 
Paige and her mum attended all 10 sessions of the Little Steps program. 
At the end of the program, Paige’s mother identified the importance of allowing 
Paige to “just be a kid”, as well as ensuring her safety. She also reported that she felt 
she had learned “to see from the children’s point of view and to work with them so 
that they will work with me...letting kids be kids and not damaged goods....[I have 
felt] I can move on and up, that I am this strong to have come this far...able to 
express myself and not to feel worked up and just be me”.   
Post-program evaluation outcomes support the observations made about 
Paige’s positive progress through the program. Paige’s mother reported that Paige’s 
appetite had improved; she no longer experienced nightmares, was more willing to 
attend school and was more affectionate toward her. She reported that Paige 
appeared “happier and now sharing her feelings”. The TSCYC was re-administered 
at post-program as a self-report questionnaire (rather than an interview) and, 
although there was again some evidence of over-reported behavioural symptoms, 
these outcomes indicated that Paige’s symptomatology was alleviated to some 
extent. According to this measure, Paige continued to show improvements three-
months following the end of the program. Moreover, Paige’s mother’s responses on 
the SDQ and Paige’s responses on the RQ were consistent with her pre-program 
assessment and indicated that Paige continued to show few difficulties and had a 
high sense of resilience.   
 
Participants 13 and 14 (Lily & Nadia): Lily, five, and Nadia, seven 
years old, were sisters.  There were referred to the Little Steps program by a Clinical 
Psychologist who was concurrently providing the family with counselling after the 
girls disclosed that they had been sexually abused by their 14-year-old uncle who 
was also the foster brother of their mother. The most salient feature of this family 234     Chapter Six: Evaluation of the Little Steps Program 
 
 
was the extensive disruption to relationships that had occurred both coincidentally 
and as a result of sexual abuse across their entire extended family, with whom they 
were close. This extended family included both biological and foster children, as 
Lily and Nadia’s grandparents had a long history of providing foster care facilitated 
through the Department for Child Protection. The girls and their mother reported 
being saddened by the loss of contact with their foster uncle who had perpetrated the 
abuse. Their mother was also concerned about his future after his incarceration in a 
juvenile detention centre, following a fairly stable placement with her parents. Lily 
and Nadia, she explained, were particularly distressed by the removal of their two 
younger foster cousins, who were both under the age of five and had been a part of 
their family for two years. Their mother reported that the decision to remove these 
children resulted in a long custody conflict with the Department of Child Protection 
and was unsettling for these two foster children who were experiencing their second 
loss of attachment. Three months after completing the Little Steps program, Lily and 
Nadia’s two ‘foster cousins’ had been reinstated with their grandparents, who were 
planning to pursue a permanent residency order.  
Relationship disruptions also included ongoing difficulties in the girls’ 
parents’ relationship, which included an attempt at separation prior to the girls 
disclosure of sexual abuse. They again separated three months after the Little Steps 
program, and shortly thereafter their mother started a new relationship. These parents 
had been together for 18 years, although they had a difficult relationship history. The 
girls’ mother reported that her relationship with their father (her partner) was 
“stuffed” and that despite wanting to make their relationship work, she found it “very 
stressful”. She reported that she and her partner had separated some months earlier. 
However after he threatened suicide, they reunited. Distinguishing the impact of 
these many relationship breakdowns from the impact of sexual abuse was largely not       235 
 
 
possible, although the context of relationships was thought to have a substantial 
influence on Nadia’s mood regulation and Lily’s behaviours. Both girls spoke about 
these relationship issues frequently during their involvement in the Little Steps 
program.  
Lily initiated their disclosure of sexual abuse, while Nadia reported being 
reluctant to tell her parents, fearing she would get into trouble. They described this 
abuse as involving a “sexy game” and, from their descriptions, this involved 
attempted penetrative sex that occurred on several occasions and usually during 
family gatherings. Their parents suspected that their son and the girls’ six-year-old 
cousin were also involved in these games however, neither child had reported this to 
be the case. By the time this family presented to the Little Steps program, their uncle 
had been charged with sexual abuse and removed from their grandparent’s home, 
where he had previously lived.  
This family presented to the Murdoch Psychology Clinic about six weeks 
following Lily and Nadia’s disclosure of sexual abuse. Their parents reported that 
their motivation to attend the Little Steps program was because they were concerned 
that their daughters may later perpetrate offending behaviours. She explained that her 
partner was dominating and her tendency to “always want to please people” meant 
that she “always had to do things his way, because it’s easier”. The girls’ father 
reported that his partner was prone to “overreact” and he was often frustrated by her 
tendency to “withdraw” from him. The girls’ mother had a history of postnatal 
depression after all of her three pregnancies and their father had a history of child 
sexual abuse that was perpetrated by his maternal grandfather.  
Nadia and Lily’s mother’s responses on the TSI indicated acute stress 
following her girls’ sexual abuse, with clinical level symptomatology for the 
anger/irritability subscale. There were also elevated scores on all subscales except 236     Chapter Six: Evaluation of the Little Steps Program 
 
 
intrusive experience and dysfunctional sexual behaviour (see Figure 6.11). When 
asked about her goals for their participation in the Little Steps program, Lily’s 
mother reported that she was seeking “help in knowing how to deal with problems as 
they arise, and things that may come up with the girls, to do with their behaviours 
and wellbeing.  
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Figure 6.11. Lily and Nadia’s Mother’s Symptom Profile using the TSI 
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Figure 6.12. Lily and Nadia’s Father’s Symptom Profile using the TSI       237 
 
 
I deal with things how I think they should be dealt with...but often worry that I might 
be saying the wrong things...how to teach them that what happened to them was 
wrong and hopefully to be able to guide them in the right ways so they don’t become 
perpetrators”.  
Their father’s profile on the TSI suggested longer term difficulties. He 
displayed clinical level symptoms for sexual concerns and dysfunctional sexual 
behaviour, with elevated scores for five other subscales (see Figure 6.12). He also 
reported that he had always struggled with self-worth and was currently enrolled in a 
life coaching program that he found helped him to “let go of the past”. Like his 
partner, Lily and Nadia’s father reported concern about their future potential of 
perpetrating sexual abuse. For example, he reported that his “main concerns are that 
the girls will turn into abusers themselves due to what happened to them...the anger 
and physical lashing out toward each other, to me seems to be expressive, I would 
like to see this stopped”. Their father’s history of sexual abuse, perpetrated by his 
grandfather who had also been sexually abused as a child, seemed salient in his fear 
of an offending cycle for his children. While the girls’ mother also reported this 
concern, she appeared more focused on the girls’ emotional well being. 
 
Lily and Nadia’s Parents. Both parents participated in all aspects of the 
parent program. In initial sessions, the parent-group facilitator expressed concern 
about the mother’s ability to contribute openly to group discussions because she was 
often “overshadowed” and “shut down” by her partner and then withdrew from their 
conversations. This parent-group facilitator also reported that the tensions between 
this couple were clearly evident to other group members and that Sacha’s mother 
would sometimes come to the aid of Lily and Nadia’s mother. Moreover, in the first 
three sessions especially, the girls’ father and Paige’s mother appeared to disagree on 238     Chapter Six: Evaluation of the Little Steps Program 
 
 
many points and found connecting with one another difficult. During peer 
supervision, group facilitators discussed the potential impact upon group cohesion, 
as well as this family’s attendance. Strategies to address these process issues were 
implemented, including within-group discussions with parents about process and 
coping, as well as out-of-session individual conversations with each parent to discuss 
their experience of the group’s process and ways they could positively contribute in 
future sessions. During subsequent sessions, the parent-group facilitator 
acknowledged that they may not always agree with one another, but that each parent 
had the right to express their concerns and contribute to group discussions. She 
encouraged parents to be respectful of divergent ways of coping with the stress of 
their children’s sexual abuse. She also highlighted the commonalities between group 
members as a means of strengthening alignment between them.  The interpersonal 
tensions within the context of the group dynamic improved over the course of the 
program.  
Lily and Nadia’s parents reported at the end of the program that they felt 
their participation in the Little Steps program was beneficial. Their mother said “I 
feel like being a part of the program has helped me to understand more about how to 
deal with the girls after this has happened to them. I feel more confident in talking to 
the kids about what has happened and also to work through anything that might arise 
as well...I feel more confident in myself as a mother”. She reported that she found 
segments on unhelpful thinking styles most relevant for her, saying “I still at times 
struggle but I am now so much more aware when I do it [her unhelpful thinking 
styles]. Everything else was so relevant also”. Reflecting on her experience of Little 
Steps, she reported: “at first I felt pretty upset about the whole situation, I was 
feeling pretty bad about myself as a mother and I felt like I had really let the kids 
down. I feel like I am a lot stronger in myself now...more emotionally stable, more       239 
 
 
patient...[with] a lot healthier thinking styles.  [I have learned] how important it is to 
have open communication especially with the kids”. Her responses on the TSI also 
reflect relief from the anxiety and anger she reported prior to program 
commencement. Her TSI profile shows a decrease in all previously elevated 
subscales. Moreover, these reductions in reported distress were reported to be 
maintained at three-month follow-up.  
The girls’ father reported being pleased with reductions in aggression 
between his children and that during his participation in the program his perspective 
shifted from preventing the potential risk of future perpetration of abuse to 
“...wanting to recreate an environment (home) where the girls knew they were safe to 
be freely expressive of however they felt like being - to be sad, happy etc.” The open 
communication focus of the program appeared important to this father. He reported 
feeling more confident and “being able to handle whatever may come up. I believe 
that I and that it [the program] has bought myself and the girls closer in the way we 
communicate. This is one area I will continue to work on.” He also reported that the 
program’s other focus on feelings and relaxation was relevant for him, especially 
activities involving a feeling chart used by his girls and attending to his breathing 
when distressed. While this father did not participate in the three-month follow-up 
evaluation of the program, his post-program profile on the TSI indicated that he felt 
relieved from the symptoms he reported prior to his involvement in the Little Steps 
program. Moreover, the shift of focus from sex offending to open communication 
and emotional wellbeing was seen as clinically significant for this father.  It is likely 
that presenting him with education about myths and facts of sexual abuse and ways 
of interpreting research and statistics more accurately, helped to relieve his anxieties 
about the risk of offending after abuse.  
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Lily:  Lily presented as an outgoing child who appeared to have no 
reservations in initial sessions, to either leave her parents or to engage other children 
in conversation. She engaged well in the group process throughout the program, 
although at times she engaged in off-task behaviour and distracted other group 
members. She was observed to sometimes ‘goad’ her older sister and had a keen 
sense of humour. She was often interested in making group facilitators laugh by 
‘showing off’ or being ‘silly’. While their responses on the Parent Observation 
Questionnaire about Lily prior to the start of the program, revealed different parental 
perspectives on bedwetting (her father reported an increase and her mother reported 
a decrease in bedwetting), both parents agreed that Lily experienced nightmares, had 
become less compliant and more argumentative. For example, they reported that she 
“physically reacts in anger and frustration”. Her mother added that Lily also showed 
less desire to attend school and had become “a little unsettled when I have dropped 
her off at [school]”. Her parent’s responses on the TSCYC and CKBAQ indicated 
they both had concerns about Lily’s sexualised behaviour (see Figure 6.13) which 
involved ‘occasional’ imitation of adult sexual behaviours. For example, she would 
put her tongue into another person’s mouth when kissing, and attempts to engage 
other children in forceful sexual play.  Her parents also reported that she “plays the 
sex game with her cousin (same age). Tries to play with mother’s boobs, had played 
the sex game with dolls while in the company of other children”.   In addition, Lily’s 
mother reported that she appeared to have less desire to attend school and that this 
was related to complaints of what she thought were psychosomatic symptoms (i.e. 
stomach and headaches).   
From the first sessions, Lily’s presentation as a confident and outgoing 
child seemed at odds with her responses on the RQ, which indicated less confidence 
in her access to external support, internal resources and competence in interpersonal       241 
 
 
skills (see Figure 6.14). Her parent’s responses on the SDQ also indicated that Lily 
was largely asymptomatic in terms of emotional and behavioural difficulties and was 
a prosocial child (see Figure 6.15). Moreover, her tendency to engage in disruptive 
behaviour appeared to be related to her desire to distract the group from topics she 
found confronting. During individual narratives, in contrast, she demonstrated a 
preparedness to engage openly in conversations about sexual abuse. She explained 
that when she had been touched in a ‘not-okay way’ she had felt “scared” as well as 
feeling “proud of myself for telling my mum what happened”. Later in the program 
Lily reported that she  
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Figure 6.14. Lily’s Sense of Resilience using the RQ 
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felt “sad, shocked and embarrassed”.  This acknowledgement represented a positive 
step toward her integration of multiple feeling states about her experience of sexual 
abuse. She also demonstrated awareness of some manipulative strategies used by her 
uncle to engage her in the ‘sexy games’. For example “[he] used to trick me into 
touching me on the private parts”. Describing her experience of disclosing the event 
to her mother, she said “I remember that when I told you [mother] about what 
happened you got upset, because when I went to bed I saw you crying. I think you 
were upset because [he] had sex with me and that’s a not-okay touch.” Her future 
outlook at the end of the program was optimistic. She reported that she felt it was 
important to tell her parents when “I get hurt” as well as “when I go to the fun 
station”. Her responses on the RQ at post-program and three-month follow-up 
evaluation also indicated improvement in her perceived sense of resilience. These 
outcomes were consistent with the improvements reported by her mother during 
post-program assessment. Using the CKBAQ and TSCYC, her mother reported that 
by the end of the program, Lily’s sexualised play had been reduced and that she was 
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Figure 6.15. Lily Strengths and Difficulties Profile using the SDQ 
Prosocial Behaviour < 4 = Clinical Range 
Peer Problems > 4 = Clinical Range  Conduct Problems > 4 = Clinical Range 
Hyperactivity > 7 = Clinical Range 
Emotional Symptoms > 5 = Clinical Range 
Total Problems > 17 = Clinical Range       243 
 
 
no longer engaging in the kinds of play she reported earlier in the year. Moreover 
this improvement appeared to have been maintained at three-month follow-up. 
However, post-program evaluation coincided with Lily and Nadia’s parent’s 
separation and the girls mood difficulties at the end of the program were thought to 
reflect this relationship disruption.  
As in their pre-program appraisals of Lily’s functioning, her parents 
reported divergent views of functioning at post-program assessment. Her mother’s 
responses on the TSCYC indicated elevated anxiety symptoms, which was consistent 
with her responses on the Parent Observation Questionnaire where she reported that 
Lily was not wetting her bed as often as she had been previously, however she was 
sleeping less and  
experiencing more nightmares. She reported that Lily was still anxious when 
separating from her, saying “[Lily] has become more clingy to me. She doesn’t even 
like to walk up the street alone anymore – she had become mummy’s little girl”. Her 
father also reported that he had observed she was wetting the bed less often and was 
sleeping less, but reported a reduction in nightmares. He also reported that she did 
not show any fear of leaving the house or attending school. Three months after the 
program, which coincided with the return of her two younger cousins to their family, 
Lily’s mother reported that she had observed improvements in Lily’s sleep, including 
less nightmares and bedwetting, and she was less afraid of strangers.  
 
Nadia: Nadia presented as a confident but reserved child. She sometimes 
appeared to become frustrated by her younger sister, and became ‘sulky’ when Lily 
was given disproportional attention from the group or their parents. Her parents 
reported their concern that Nadia often appeared “very sad” and teary. In addition to 
the other measures used in the pre-program assessment with families entering the 244     Chapter Six: Evaluation of the Little Steps Program 
 
 
Little Steps program, to specifically address their concern, the Child Depression 
Inventory (CDI, Kovacs, 1992) was administered with Nadia via interview. Her 
responses on this questionnaire suggested an asymptomatic profile. In addition, she 
reported a high degree of resilience using the RQ (see Figure 6.16).  
Using the Parent Observation Questionnaire, her parents reported that 
prior to starting the Little Steps program, Nadia had experienced more nightmares, 
was less compliant and displayed difficulties, both academically and socially, at 
school. They also reported these concerns when completing the SDQ, which 
reflected some behavioural issues and their concerns about her social interaction 
with other children at school (see Figure 6.17). Their responses on the CKBAQ 
indicated Nadia would sometimes complain of psychosomatic symptoms. While 
these parents did not report ongoing concerns about Nadia’s behaviour, after 
completing the CKBAQ they reported an incident two weeks earlier that concerned 
them.  Her mother reported “Nadia went to a friend’s place the other day and her 
mum caught them both under the doona in the bedroom with their pants down. She 
also got up and grabbed a knife which she threatened [her brother and sister] with if 
they didn’t stop being mean to her one night (this happened to her in one of the 
attacks [sexual abuse]). I was a bit concerned about this. Nadia said she was only 
joking”. Their responses on the TSCYC also reflected their concerns about Nadia’s 
sexualised and aggressive behaviour, as well as elevated scores on intrusive and 
dissociative symptoms (see Figure 6.17).  
Nadia engaged well in all group activities but appeared aware of 
maturational differences, in physical size and abilities, between herself, who was 
developmentally more mature and physically bigger, and Paige, as the two older 
members of the group. Nadia enthusiastically completed all tasks presented to her 
and appeared to enjoy being assigned tasks that were slightly more challenging.        245 
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Figure 6.17 Nadia’s Strengths and Difficulties Profile using the SDQ 
 
Prosocial Behaviour < 4 = Clinical Range 
Peer Problems > 4 = Clinical Range  Conduct Problems > 4 = Clinical Range 
Hyperactivity > 7 = Clinical Range 
Emotional Symptoms > 5 = Clinical Range 
Total Problems > 17 = Clinical Range 
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Figure 6.16. Nadia’s Sense of Resilience using the RQ 
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During individual narratives, Nadia was observed to identify a range of feelings 
about her experience of sexual abuse, as well as thought processes that occurred at 
the time.  For example, “I had something happen to me that was scary and 
confusing...and was thinking “what is he doing to me? and why is he doing this? I 
thought I wasn’t very safe and that made me feel scared. My body hurt and felt 
unsafe too....[I also] felt proud of myself when I told mum what happened.”  Nadia 
was able to demonstrate some generalisation of her feelings to other children in 
similar situations. For example, she said “sometimes when kids are touched in not-
okay ways they might feel really angry, or sad, or confused or worried or frightened 
about things that happened. When [he] touched my body it felt sore in my private 
parts and I felt scared. I was scared that I would get in trouble if I told, but when I 
did tell, mum was very proud of me and said ‘well done’”. In addition, Nadia 
identified ways in which she had been ‘tricked’ into playing the ‘sexy game’, saying 
“I felt sad that [he] tricked me but [my brother] and I told the police what happened 
and now he’s in gaol. [My cousins] had to stop living with Grandma and I still feel 
sad about this”. In a letter to her parents she demonstrated a willingness and ability 
to recall disclosing the sexual abuse to her parents: “I remember that I told mum first 
and then dad when he got home. I remember that when I told you what happened I 
was crying because I thought you would tell me off, but then you didn’t... and I felt 
happy. I remember the you got very angry and upset because of the stuff [he] was 
doing to us that he shouldn’t have been doing”. Moreover, when she presented this 
letter to her parents, they had been unaware that Nadia had observed their distress at 
the time, which facilitated a more open discussion about sexual abuse and its impact 
on their family during a final joint session. At the end of the program, Nadia spoke 
optimistically about her future and her responses on the RQ suggested she had 
maintained a high sense of resilience, which was also maintained at three-month        247 
 
 
follow-up.  
After the completion of the Little Steps program, Nadia’s parents 
reported that there had not been a repeat of the sexualised and aggressive behaviour 
they had observed in Nadia prior to the program’s commencement. Their responses 
on Nadia’s TSCYC showed relief from most symptoms, although they reported 
Nadia had more depressive symptoms at post-program. This dissipated three months 
after completion of the program. The same pattern of symptom change was seen in 
Nadia’s SDQ profile, which included improvements in behaviour (i.e. conduct) and 
peer relationships but an increased level of emotional symptoms. Nadia’s mother 
reported that this was related to her parent’s separation and their efforts to adjust to 
new living arrangements, including change of house and shared custody/visits. The 
impact of her parent’s separation, she explained, was still evident as Nadia often 
appears quiet and socially withdrawn. She reported that Nadia told her that “she feels 
an empty feeling when she doesn’t see her dad”. Moreover, Nadia’s mother reported 
that, at post-program assessment, Nadia was still struggling at school, academically 
and socially. This problem was unchanged at three-month follow-up.  Three months 
after the end of the program, however, Nadia’s mother reported that Nadia seemed 
“...to be a lot more settled now”. She reported that the family had been informed that 
the girls’ cousins were returning to their grandparent’s care, which she associated 
with subsequent improvements in Nadia’s sleep, mood, degree of fear and anxiety 
and her willingness to attend school.  
 The multiple relationship contexts for this family, including her parent’s 
relationship discord and previous separation and loss of contact with her uncle and 
especially her younger cousins, distressed all members of this family. This disruption 
is likely to have had an ongoing negative impact on the girls’ capacity to cope with 
the stress of sexual abuse. 248     Chapter Six: Evaluation of the Little Steps Program 
 
 
 
Participants 04 and 15 (Ava & Abbey): Ava, seven and Abbey, five 
years old, were sisters referred to the program by their mother. Coincidentally, Ava 
had previously participated in the earlier evaluation of the PB program. That her 
mother was again seeking intervention for Ava and, currently, also for Abbey is 
indicative of the frustration and distress associated with her belief that her children 
had been sexually abused by their father. At the time this family participated in the 
PB program, Ava and Abbey’s father had left Australia following Ava’s disclosure, 
at the age of four years, that her father had touched her body inappropriately and that 
she had seen him do this to Abbey (then two years), while living with both parents.  
Their father’s absence terminated further investigation by the Department of Child 
Protection. When their mother made contact with the Little Steps program (three 
years later), the girls’ father had returned to Australia and had successfully contested 
joint custody of the girls. The girls’ mother, distressed by this, reported her 
frustration that Ava had not disclosed the information about her sexual abuse again 
in the current investigation process. This family was concurrently involved with 
another sexual abuse centre, which was monitoring the girls’ wellbeing. They had 
also attempted to engage the father into their services.  In addition, follow-up 
appointments were made for the girls with a Family Court appointed expert witness 
who monitored their wellbeing.  
The girls’ mother reported that she had two objectives for her 
participation in the Little Steps program: (i) to give the girls the opportunity to 
disclose abuse; and (ii) teach them strategies that might aid in their ability to avoid, 
or be protected from, any future attempts at sexual abuse while visiting their father 
for overnight weekend access. She reported that she hoped the program would help 
“for them to be able to feel ok to talk about the things happens/happened to them and 
not be scared of the consequences which the perpetrator might have been imposing       249 
 
 
on them. To understand that these kinds of things is not normal and they don’t need 
to endure it...how to act when they come from their visit and i.e. they are very sad – 
what questions to ask and what not to ask. How can I make them know that they can 
trust me and tell me anything, how to act when they are very upset and angry for no 
apparent reason.” She explained that their initial loss of contact with their father and 
his subsequent return to their lives, as well as the multiple investigating procedures 
in which they had participated, had resulted in Ava and Abbey’s preference to “shut 
down” all conversations about their father. For example, when returning from access 
visits and asked what they did over the weekend, the girls would respond with “I 
don’t know” or “I can’t remember”. Ava, in particular, would reportedly become 
angry if her mother pursued these questions further. Their reluctance to discuss their 
father with her distressed their mother and maintained her anxiety about their safety 
in his care.  
There were other contextual variables relevant to this family that were 
likely to be influencing this mother’s capacity to cope with their situation. She was a 
refugee and had met their father during her second attempt at seeking asylum from 
her home country. She first left her family when she was 12 years of age, but after 
some months, was unable to cope with this separation and returned home. Her 
second attempt was as a young adult. She recalls experiences as a child of war and 
bombings in her local neighbourhood which killed her school friends. She also 
reported being raped as an adolescent. Her relationship with her husband had been 
violent and she reported being forced to perform sexual acts on him while he held 
Ava as a baby. These earlier experiences with him strengthened her resolve to 
believe Ava’s initial disclosure. Her sense of helplessness was evident when she 
revealed that she was considering reconciling with him and moving herself and the 
girls in with him so that she could adequately protect them. In an acute sense, her 250     Chapter Six: Evaluation of the Little Steps Program 
 
 
early experiences appeared to contribute to difficulties in her parenting style as she 
appeared to oscillate between being overbearing with her girls, especially when they 
returned from access visits from their father, and at other times wanting to “give up” 
with a sense of hopelessness. Her earlier experiences were also observed to have a 
pervasive impact on her worldview, which became evident in conversations with her 
about her sense of future. She reported that she had not ever considered the notion of 
a long term future or making plans for herself and her girls. In a parallel process, a 
similar observation was made of Ava during a timeline activity, which encouraged 
her to think about what she would like to do when she grows older. In this session, 
Ava differentiated periods in her life simply via the ratings on movies she would be 
allowed to watch, for example PG, M, M+ and R rated movies.  
The unique circumstances that presented with this family led to the 
decision to offer a modified version of the Little Steps program, involving individual 
parent sessions, as well as sessions with Ava and Abbey together. The explicit 
context of sexual abuse was removed and activities with the girls were couched in 
terms of their adjustment to their new living arrangements, conflict between their 
parents and personal safety skills generally. Furthermore, as this family presented to 
the program prior to Christmas, it was delivered over five weeks of biweekly 
sessions, rather than the usual ten week program.  
Consistent with her general presentation, as frequently hyper-aroused 
with anxiety followed by periods of apparent exhaustion and avoidance, this 
mother’s symptom profile, derived from her responses on the TSI, indicate her 
ongoing struggle between intrusive experiences and defence avoidance coping 
strategies (see Figure 6.19). Moreover, Ava and Abbey’s mother reported that she 
found completing assessment measures very distressing. Consequently, missing data 
on questionnaires was frequent. For example, she found it very difficult to answer       251 
 
 
questions about sexual behaviours on questionnaires, and indeed, during discussions 
about her children’s body awareness and exploratory behaviours, she described these 
as inappropriate acts of ‘masturbation’.  Moreover, after completing the post-
program battery of assessments for Ava, and then turning to complete the battery for 
Abbey, she completed just the TSCYC and parent observations questionnaire and 
asked if it were possible to miss the SDQ for Abbey. Consequently, no post-program 
SDQ data was available for Abbey. She exercised her option to withdraw her 
participation in parent-report questionnaires at three-month follow-up assessment 
also, and elected to participate in an alternative exit interview which she found more 
tolerable than questionnaires.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Ava: Ava presented to the program as a shy child although she appeared 
to enjoy her role as Abbey’s big sister, with whom she shared an affectionate and 
caring relationship despite some evidence of sibling rivalry, especially related to 
adult attention. Ava initially appeared reluctant to participate in individual narratives. 
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Consistent with her mother’s reports, when asked about her weekends with her father 
she reported that she couldn’t remember. However, after the initial sessions, she 
displayed greater preparedness to share information.  
Using the Parent Observation Questionnaire, Ava’s mother reported few 
acute symptoms of distress for Ava, although she reported that Ava “does not do 
very well” at school.  She also reported that Ava and Abbey sometimes engaged in 
violent play with their dolls involving undressing them and cutting off their heads. 
She explained that Ava’s sexualised behaviours, which were observed when she was 
four years old and participating in the PB program (described in Chapter Two) had 
settled over the intervening years. She reported, however, that Ava “is generally very 
angry and often says ‘no-one loves me’. [She] uses the word ‘hate’ often and hits her 
sister often”. Conversely, Ava reported a reasonably high level of perceived 
resilience using the RQ, although she did rate her own sense of competence for 
interpersonal skills lower than her access to external support and internal resources 
(see Figure 6.20). Ava’s mother reported that, unlike her sister, Ava always fears or 
avoids any aspect of sexuality, (e.g. looking at bodies or touching self when in the 
bath or going to the toilet). As with other families who participated in this research, 
again it was difficult to distinguish the impact of their mother’s anxiety from her 
responses on symptom checklist questionnaires. Her responses on questionnaires 
indicated that Ava was clinically symptomatic across seven of nine subscales of the 
TSCYC (see Figure 6.21) and indicated concerns for her behaviour on the SDQ (see 
Figure 6.22). 
Three observations made about Ava during the program supported her 
referral for ongoing individual play therapy after completion of the Little Steps 
program. The first was that she had begun to make progress in her willingness to 
share information about her life with others. This was important because her       253 
 
 
reluctance to share this information appeared to stem to her anticipation that her 
mother was pursuing information about sexual abuse, water on daddy’s t-shirt, mean 
implicating her father. Thus she had developed a tendency to block conversations 
when asked such things as how her weekend was spent with her father. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
P
e
r
c
e
n
t
a
g
e
 
o
f
 
P
o
s
i
t
i
v
e
 
E
n
d
o
r
s
e
m
e
n
t
 
o
f
 
R
Q
100
90
80
70
60
50
40
30
I
n
t
e
r
p
e
r
s
o
n
a
l
 
S
k
i
l
l
s
 
(
F
/
U
p
)
I
n
t
e
r
p
e
r
s
o
n
a
l
 
S
k
i
l
l
s
 
(
P
o
s
t
)
I
n
t
e
r
p
e
r
s
o
n
a
l
 
S
k
i
l
l
s
 
(
P
r
e
)
I
n
t
e
r
n
a
l
 
R
e
s
o
u
r
c
e
s
 
(
F
/
U
p
)
I
n
t
e
r
n
a
l
 
R
e
s
o
u
r
c
e
s
 
(
P
o
s
t
)
I
n
t
e
r
n
a
l
 
R
e
s
o
u
r
c
e
s
 
(
P
r
e
)
E
x
t
e
r
n
a
l
 
S
u
p
p
o
r
t
 
(
F
/
U
p
)
E
x
t
e
r
n
a
l
 
S
u
p
p
o
r
t
 
(
P
o
s
t
)
E
x
t
e
r
n
a
l
 
S
u
p
p
o
r
t
 
(
P
r
e
)
 
 
Figure 6.20. Ava’s Sense of Resilience using the RQ 
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Improvement in her openness when talking about her father was evident in session 
five Ava reported that she had been to the park with her dad and sister and that they 
had had an ice-cream. Also during this session, when asked about her relationship 
with her father, she replied that “daddy was mean to me when I was four years old 
and Abbey was two years old. A long time ago and he hit me and tied me up and 
touched my bum but I don’t remember anymore”. When asked how this made her 
feel she said “sad but he’s changed because he doesn’t do bad things anymore and he 
listens to me, he lets me buy whatever I want.” During the next session she reported 
“sometimes a long time ago I used to feel very scared when daddy and mummy were 
fighting.” When asked to describe what happened, she said “I got scared once when I 
was watching bugs bunny on TV and mummy and daddy were fighting, when we all 
lived together, and I went out to them and said “Stop. Stop” and mummy threw hot I 
hot coffee and then daddy punched mummy in the tummy...but it doesn’t happen 
anymore we just live with mummy and see daddy on Saturday and Sunday.” Ava 
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Figure 6.22. Ava’s Strengths and Difficulties using the SDQ 
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appeared uncomfortable during this conversation, speaking rapidly, careful to correct 
“hot water” to “hot coffee” and avoiding all eye contact. Moreover, these responses 
were elicited from general questions about her relationship with her father, their time 
together on the weekend and what it was like for her to see him again. This later 
conversation about violence between her parents was elicited during a conversation 
about a time she had felt scared and what strategies she may be able to employ to 
reduce her anxiety in the future.  
The second observation involved angry play with dolls, when Ava 
became very violent toward the characters in her play which comprised a mother, a 
father, a girl and younger sister. She started throwing dolls around the room, saying 
that one character after the other was about to die. Her breathing during this play was 
rapid and she appeared unaware of anyone else in the room. Initially, she did not 
respond to questions about her play, and upon identifying others in the room, she 
shut the game down. Despite her reluctance to share her play with others, including 
her sister and myself, through play it seemed she was able to freely express emotion. 
The third observation, made during a timeline of future events activity mentioned 
earlier, indicated that Ava did not appear to have a clear sense of the future. Despite 
encouragement to consider other milestones such as high school, future career and a 
future family, Ava did not engage with these ideas.  
Ava’s mother’s responses at post-program assessment measures 
supported my clinical impression that Ava had symptoms of trauma related distress. 
While her mother’s responses on the TSCYC indicated some alleviation of anger, 
intrusive experience and level of arousal after the program, Ava remained anxious 
and possibly used dissociation to cope (i.e. during her doll play Ava did not 
recognise myself and her sister in the room). Ava’s mother’s responses on the SDQ 
also indicated emotional symptoms at post-program evaluation. However, given that 256     Chapter Six: Evaluation of the Little Steps Program 
 
 
there remained uncertainty about whether Ava had experienced sexual abuse, her 
range of trauma symptoms must be considered as potentially related to her mother’s 
anxious and avoidant parenting style, the loss of contact with her father, exposure to 
domestic violence and possibly vicarious symptoms of her mother’s early traumatic 
life experiences.  
 
Abbey. Abbey, in contrast to her sister, presented as a jovial and sociable 
child. She engaged well throughout the program, and although she had a tendency to 
attempt to draw attention away from Ava, she appeared significantly less 
symptomatic than her sister. It is possible that Abbey’s developmental stage, being 
very young when her father left, protected her from the distress and also from 
participating in many investigating processes that surrounded his leaving. Moreover, 
during conversations with her about her new contact with her father, Abbey was 
more inclined than Ava to report that she missed her mother.  
Using the Parent Observation questionnaire however, Abbey’s mother 
reported that in the month prior to the Little Steps program, she had observed that 
Abbey was eating less, was less inclined to want to attend school and was less 
compliant, more tantrum behaviours. Using the CKBAQ, she indicated that Abbey, 
like her sister, engaged in violent doll play. For example, when playing with her 
dolls “[she] ties [their] hands and showing with the barbies that his head and hands 
were on her behind [bottom]”. She also reported that Abbey was not yet fully toilet 
trained at night-time. Her mother’s responses on the SDQ and TSCYC during pre-
program assessment were conflicting. Her responses on the TSCYC indicated 
clinical levels of symptomatology on seven of nine subscales (see Figure 6.23), 
while her responses on the SDQ indicated that Abbey was principally asymptomatic 
(see Figure 6.24). These response discrepancies illustrate difficulties clearly       257 
 
 
identifying the influences of Abbey’s mother’s anxiety in her observations of her 
children’s behaviour and/or cultural differences in her interpretation of some items.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
Unlike her sister, Abbey did not appear to have any reservations about 
participating openly in all activities presented to her. She participated actively in 
individual narrative and at no time did she reveal any information about 
inappropriate contact with her father. Her knowledge of feeling words improved by 
the end of the Little Steps program. Abbey was observed to rely upon Ava, 
sometimes copying her, for help in activities she did not fully understand. Moreover, 
her responses to the RQ indicate that Abbey felt she had a high level of access to 
external support and internal resources. Her sense of competence in interpersonal 
skills seemed low before the program commenced, but this appeared to improve over 
the course of the program (see Figure 6.25).  
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After the completion of the program, Abbey’s mother reported some 
alleviation in Abbey’s anxiety and level of emotional arousal. However, she reported 
that her anger, depression and avoidance remained the same. At no point in the Little 
Steps program was Abbey observed to be overly angry or depressed. Moreover, the 
observation that Abbey showed preparedness to be led by Ava during their 
participation in activities in the program may reflect her preparedness to copy her 
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Figure 6.24. Abbey’s Strengths and Difficulties using the SDQ 
Prosocial Behaviour < 4 = Clinical 
Peer Problems > 4 = Clinical Range  Conduct Problems > 4 = Clinical Range 
Hyperactivity > 7 = Clinical Range 
Emotional Symptoms > 5 = Clinical Range 
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Figure 6.25. Abbey’s Sense of Resilience using the RQ       259 
 
 
older sister in other situations, for example, replying “I don’t remember” when asked 
about her weekends with their father and in her doll play at home.   
This family presented with complex issues that were not adequately 
addressed by a five week early intervention program. This led to the decision to 
engage Ava and her mother into individual and longer term therapy. Despite this, 
their mother reported in her post-program assessment that she felt their participation 
in the program was beneficial. For example, she said “I don’t know how it is 
possible in five weeks, but this program has changed my life in ways I didn’t think 
possible”. Moreover, after completing the program, she reported during an incidental 
conversation at the Murdoch Psychology Clinic where she and Ava were attending 
counselling, that she had started to save money for an overseas holiday with her 
girls, was considering moving house, had purchased new furniture and had re-
enrolled in her university course. These markers of change in future outlook, 
especially, suggested that not only their involvement in the program lead to program 
specific outcomes (i.e. knowledge increases) but also that this involvement had been 
a catalyst for changes that indicated a broader impact on the context of this family’s 
life.  
 
Participant 16 (Gemma): Gemma was a seven year-old girl who was 
referred to the Little Steps program by staff  of an in-home support organisation, 
after she disclosed to a care worker that she had played a “cow game” with her 11 
year-old brother. Reportedly, this involved attempted penetration and oral sex. 
Gemma had been initially interviewed by staff from the Department of Child 
Protection and did not volunteer information about this game during the interview. 
During their participation in the Little Steps program, the family were awaiting an 
appointment with the Child Protection Unit for therapeutic input.  260     Chapter Six: Evaluation of the Little Steps Program 
 
 
Gemma was an Indigenous Australian girl who had previously been 
cared for by her maternal grandmother. When she turned two years of age, her 
grandmother made a private arrangement for Gemma to live with a family friend, 
with whom she was residing at the time she became involved in Little Steps.  
Gemma’s ‘foster’ mother was a Caucasian Australian who reported that Gemma’s 
biological mother frequently misused alcohol and illicit substances. This had meant 
that since birth, Gemma’s grandmother had assumed the full time caring 
responsibilities for her. Prior to Gemma’s disclosure of the ‘cow game’ she had 
frequent contact with her biological family, whom she visited on weekends. 
Coinciding with her disclosure of the ‘cow game’, which her foster mother had 
raised with her grandmother, her family moved from the local area and did not seek 
contact with her for about 12 months. At the time of their participation in the Little 
Steps program, Gemma’s foster mother had sought legal aid to apply for a permanent 
residency order. The context of this unusual caring arrangement was observed to 
have a significant impact on Gemma, and her foster mother’s application for 
permanent residency culminated in a crisis dispute between the two families, which 
occurred during their participation in Little Steps. Gemma’s progress through the 
program was impacted by this context, and her levels of distress increased in 
response to this familial crisis. In addition, Gemma’s foster mother reported that her 
teachers suspected her of having a developmental delay, as she struggled to keep up 
with her class and often reportedly bullied other children.  
The unique circumstances of their presentation led to a decision to offer 
an alternative administration of the Little Steps program. These circumstances 
included: Gemma’s disclosure of sexual abuse had not yet been substantiated by 
authorities; the atypical circumstances of her parental input; being from an 
Indigenous Australian background; and she experienced difficulties maintaining       261 
 
 
attention and concentration in her classroom at school. Several important differences 
between herself and the other participating children (four siblings from a family 
referred to the service at the same time) led to this decision. For these reasons 
Gemma participated in an individually administered version of the Little Steps 
program, which (as was the case for Ava and Abbey) was modified to reflect the 
non-substantiated status of Gemma’s case. Her foster mother, however, was engaged 
into a small group parent program with the mother of the other four participating 
sisters.  
Other relevant contextual information included Gemma’s foster mother’s 
mental health history, which included: depression, anxiety, miscarried pregnancies, 
past suicide attempts, alcohol and substance misuse, and current relationship discord 
between herself and her de facto partner. The pervasiveness of such a complex 
mental health history was reflected in the foster mother’s responses on the TSI (see 
Figure 6.26) which indicated she experienced intrusiveness of experience, anxiety 
and an avoidant coping style, including dissociation. Moreover, she was observed to 
respond to Gemma in ways that indicated self-serving comfort, rather than a child-
centred approach to foster parenting. For example, there were many indicators of her 
attachment to Gemma, yet Gemma displayed some ambivalence toward her. Gemma 
was only observed to cuddle her ‘foster’ mother when asked to, and it seemed that 
her ‘foster’ mother had insisted over the years that Gemma call her ‘mum’. 
Conversely, Gemma was observed to express her longing and desire to see her 
biological family again, saying “I really wanted to see grandma and [my brother]” 
again. 
Gemma’s foster mother reported that her aim for participating in the 
program was: “I want to back off from being too protective, I don’t want to smother 
her. When all this blew up, I got over protective. I’m angry but I want to stop yelling 262     Chapter Six: Evaluation of the Little Steps Program 
 
 
at her and screaming at her, it’s not her fault.” She reported that her goals for 
Gemma included “I want her to feel bad [about the cow game] I don’t want her to 
feel that it’s okay, I want her to feel comfortable to talk about herself and her body. 
There are bad people out there and she needs to tell.”   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Using the Parent Observation Questionnaire Gemma’s foster mother 
reported that Gemma had not slept through the night for the past 2-3 months and 
reported that she often found Gemma awake at night, playing in her bedroom. In 
addition she reported Gemma had frequent nightmares, about 3-4 times a week, and 
that at these times Gemma would climb into her bed for comfort. The TSCYC and 
SDQ were administered with Gemma’s foster mother via interview. They indicated 
clinical level symptomatology on seven of nine subscales (see Figure 6.27), but an 
asymptomatic profile emerged from her responses using the SDQ (see Figure 6.28). 
When Gemma was asked about her sense of resilience, using the RQ, she indicated a 
high level of access to external support, internal resources and interpersonal skills 
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(see Figure 6.29). The Children’s Relationship Inventory (CRI) was also 
administered with Gemma. However, it was apparent, that she did not understand 
what was being asked of her, and her responses therefore are not considered a 
reliable or valid measure of her relationship with her foster mother.   
Gemma presented to the Little Steps program as a shy child, initially 
reluctant to leave her foster mother. She avoided eye contact for most of the first 
session, which may have been a feature of her cultural upbringing. Subsequently, 
however, she engaged well in all sessional activities, although she displayed a 
preference for doing activities rather than speaking. During her pre-program 
assessment a family tree exercise was undertaken to establish Gemma’s perspective 
on her significant family relationships. She described her older brother 
affectionately, reporting the many games she played with him, especially football. 
Her fondness for him was evident when, while giggling, she reported that he was 
funny as he often played tricks on her, such as putting bugs on her shoulder. 
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During this activity, as well as later in the program, when applying examples of 
situations that upset Gemma to an appraisal of emotion intensity using a feeling 
thermometer, she reported that it upsets her because her (biological) mother “doesn’t 
want me” and that she gets upset when her foster mother gets “drunk when she 
watches the footy”.  
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Figure 6.29. Gemma’s Sense of Resilience using the RQ 
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Figure6.28. Gemma’s Strengths and Difficulties Profile using the SDQ 
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Across sessions Gemma revealed more about the cow game. She described a game 
involving either herself or her brother acting as a cow while the other person milked 
the cow. From her description, which was often difficult to follow, the game 
involved touching each other’s private parts. For example, she said “I was the cow 
and my brother and me had to stay like this [demonstrated kneeling on all fours] and 
he went down under me and touched my you know private parts...he was just 
pretending but I couldn’t sit still...at my Aunty’s house for a sleep over and I was 
just next to my old house and he pulled down my pants and touched my vagina... it 
tickled, I was laying at the front no I was a little tiny baby, I was 1 years old and I 
was in a cradle and then he got me and I know he touched me. And when I was still 
one, my Aunty woke up and she shut the door because she was having breakfast. I 
didn’t know what to do and I tried to open the window and jump down but it was too 
far down and I was in a tower.” In a later session she explained “it was my turn to be 
a cow and I pretended to do it, he said I had to get all the milk out of the cow. He 
pulled his pants down I have to try and touch his willie because he’s the cow and 
played outside, we had a pool so we tried to get bathers and he get him shorts and 
my bathers and we jumped in the pool.” Throughout her involvement in the program, 
Gemma continued to speak openly about her interaction with her brother, whom she 
reported to miss most of all her family.  
After completing the Little Steps Program, the TSCYC and SDQ were 
administered as self-report questionnaires, largely due to time constraints. The 
increases that emerged in Gemma’s symptom profiles, in part reflect this different 
administration method (compared to interview format at pre-program assessment). 
However, in the week prior to this post program assessment, Gemma’s Grandmother, 
who had not been in contact with the family for 12 months, received, in the mail, the 
foster mother’s application for a permanent residency order. Gemma’s Grandmother 266     Chapter Six: Evaluation of the Little Steps Program 
 
 
had then called Gemma’s foster mother to inform her that she was not prepared to 
sign the application and that she and her sons would come to collect Gemma over the 
weekend. Gemma’s foster mother reported that, despite the crisis this presented to 
her, Gemma appeared excited by the prospect of seeing her family. She also reported 
her intentions to take Gemma away for the weekend to avoid the confrontation with 
Gemma’s Grandmother. I informed the Department for Child Protection about this 
situation, and their staff temporarily mediated the conflict between the families who 
both agreed to meet at a later stage to discuss residency options. The impact of this 
conflict on Gemma’s wellbeing at the end of the program is likely to be reflected in 
the increased symptomatology in the measures used for evaluation. While this crisis 
was immediately averted, the broader impact of losing caretaking responsibilities 
Gemma was also seen in increases in distress in her foster mother. These events were 
played out in front of Gemma, who at first was excited by the prospect of again 
seeing her family, then disappointed because she was not going to see them over the 
weekend. She was also upset to see her foster mother’s panic.  
These broad family issues of intermittent contact, fear and actual 
abandonment, as well as a problematic parent-child relationship between Gemma 
and her foster mother, appeared to have a substantial influence on Gemma’s 
emotional functioning. Prior to this family crisis, the impact of the Little Steps 
program on Gemma’s emotional wellbeing appeared largely benign, with little to no 
significant changes in her behaviour, at school or home. No apparent impact was 
seen on her emotional functioning either. While she showed improvements in her 
program specific knowledge and general beliefs about touch and interactions with 
adults, as seen in the summative evaluation in this chapter, the program did not 
appear to shield her from this fall out between members of her family. A referral to       267 
 
 
the Department for Child Protection was made at the end of the program, to ensure 
the best outcome for Gemma in relation to her caretaking environment.  
 
Participants 17, 18, 19, 20 (Jacqui, Pipa, Meg and Cate): Jacqui, Pipa, 
Meg, and Cate who were ten, nine, seven and six years old, respectively, were 
internally referred to the Little Steps program through the women and children’s 
health service. This service was concurrently providing Jacqui with individual 
counselling related to suspected sexual abuse. This was a blended family and all four 
girls were the biological children of their mother. Cate, however, had a different 
father to Jacqui, Pipa and Meg. Jacqui, Pipa and Meg were referred to the program 
because Jacqui had alleged sexual abuse to her mother.  Pipa had also disclosed 
domestic violence between their father and his partner which had occurred during 
their weekend stays with them. Cate was referred to the program because of her 
exposure to the sexualised and aggressive behaviour of her siblings.  
The girls’ mother reported that several years prior to commencing the 
Little Steps program when Jacqui was about three years old, a friend had alluded that 
Jacqui was being sexually abused by her father. This prompted the girls’ mother to 
ask Jacqui if there was anything she was keeping from her. She reported that Jacqui 
said “he puts his hands down her pants and tickles with bum bum” and, when asked 
why she had not told her mother about this previously, she replied “Nana and you 
would smack me”. At this time the girls’ mother initiated an investigation into 
Jacqui’s disclosure. This investigation included a physical examination, which found 
no physical evidence of abuse, and a police interview in which Jacqui recanted her 
earlier disclosure. The girls’ mother reported that the case then proceeded to family 
court where an appointed expert witness concluded that inappropriate behaviour 
between the father and child had probably occurred and supervised access visits were 
instated for two hours a week. The decision to discontinue supervision of visits was 268     Chapter Six: Evaluation of the Little Steps Program 
 
 
later made and the parties settled for their father having fortnightly weekend access 
to the three girls. The girls’ mother also reported that two years prior to their referral 
to the Little Steps program, Pipa had disclosed to her “dad’s doing it again...dragging 
me and Meg into his room and making us sleep with him”. In addition, she reported 
that Jacqui and Pipa also described an incident of domestic violence between their 
father and his partner which she had reported to the police. She claimed the police 
officer had informally suggested she withhold the girls’ contact with their father. 
Consequently, the girls had not had contact with him for the couple of months prior 
to commencement of the Little Steps program. This most recent event of domestic 
violence, and Jacqui’s request to “talk about what dad did”, had prompted her 
mother’s referral for counselling services at the women and children’s health service.  
During initial interviews, this mother presented as cognitively and 
emotionally disorganised. Her recounting of past experiences with her children was 
difficult to follow and she reported that speaking about it was “emotionally 
draining”. She reported that she was engaged in a long-term adult mental health 
service, attending weekly sessions. She also reported that she used self-harm to help 
manage her stress and had previously attempted suicide. She reported that there were 
experiences in her past that she was unable to speak about. Her individual Clinical 
Psychologist confirmed that, after 1½ years of therapy, the girls’ mother had not 
been able to discuss many childhood experiences and that she was being treated for 
Borderline Personality Disorder (BPD) and Complex PTSD. Consistent with this, 
her responses on the TSI indicated clinical level symptomatology for intrusive 
experiences, defence/avoidance and sexual concerns.  
 This mother reported that she had been raised by parents who had a 
chronic addiction to heroin and often relied upon her to “raise” her younger brother. 
She explained that her relationship with her mother was still difficult. Despite       269 
 
 
finding discussions about the possibility of her children’s abuse challenging, she 
presented as open and frank during initial sessions. She said “my problem is I feel 
too much”, which is consistent with a BPD/PTSD diagnosis, and that her motivation 
to seek counselling support for her children was to encourage them to speak about 
the experiences they’d had.  
The girls’ mother reported often feeling overwhelmed by the 
responsibilities of parenting, describing times during most weeks when she would 
lock herself in her bedroom for hours at a time, to get respite from her children. She 
displayed difficulty managing their behaviour and setting limits. For example, “it’s 
gotten to the point where my response is to let Cate hit Jacqui back ... I’ve said to 
Jacqui that Cate will be much bigger than you, she will hit you back and I won’t stop 
her.” However, the girls’ mother however, demonstrated positive attachment with 
her children, appearing responsive to their emotional needs, connected with their 
worldviews and respectful of their individuality.  
This family attended all ten sessions of the Little Steps program, which 
was delivered to them as a sibling group. Their mother participated in a small parent-
program with Gemma’s mother. Given the unsubstantiated status of sexual abuse, a 
modified version of the Little Steps program was offered, which included broadening 
the context of activities to include a range of interpersonal violence contexts, 
including sibling bullying and domestic violence, especially. Moreover, given this 
mother’s mental health history and her self-harming coping strategies, weekly 
teleconferencing with her individual Clinical Psychologist was undertaken to ensure 
continuity in care management.   
 
Jacqui.  Jacqui presented to her pre-program evaluation session as 
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She was reluctant to leave the waiting area and immediately stated she did not want 
to talk about her father. Once these fears were alleviated, she engaged well in all 
subsequent session and program activities. She reported a reasonably high sense of 
resilience, measured using the RQ, although she appeared less confident in her 
interpersonal competence compared to her perceived access to external support and 
internal resources. Her sense of resilience remained high throughout her involvement 
in the program (see Figure 6.30). Her mother reported that Jacqui had clinical level 
symptomatology on seven of nine subscales of the Trauma Symptom Checklist for 
Children (older version of the TSCYC) and on the SDQ she reported peer problems, 
hyperactivity, conduct problems and emotional symptoms. Consequently, a decision 
was made at intake that Jacqui’s participation in the sibling group Little Steps 
program needed to be coupled with individual counselling to address 
symptomatology, while the program would focus on generic coping skills and, in 
particular, personal safety training.  
While the girls had each attended an individual post-program evaluation 
session, attempts to schedule a final session with their mother was unsuccessful. The 
first attempt was not possible because of an emergency dental procedure, while the 
second coincided with further investigatory procedures with the Department for 
Child Protection. When attempting to make another appointment, four months after 
completion of the program, the girls’ mother reported that she had recently tried to 
commit suicide and had been hospitalised.  Consequently, no post-program 
assessment data was collected using the TSCYC or the SDQ. Because no 
comparisons between pre-and-post program assessment was possible, no graphic 
displays of TSCYC and SDQ profiles have been presented in these portfolios. 
However, they are available in Appendix X.  
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Jacqui was observed to be the dominant member among her sisters, 
although she often appeared threatened by Pipa, who was closest to her in age and 
frequently did not conform to Jacqui’s demands. Jacqui’s mother confirmed that 
Jacqui was the most symptomatic child of the four, and often the most aggressive. 
She reported that Jacqui “bashes rooms apart” and is “everything and anything, has 
no control over her mood function, [while] sometimes in social situations she can 
[control her moods] and then waits for an opportunity to explode.” 
During sessions three through six, while engaging in an individual 
narrative activity, Jacqui made a full disclosure of sexual abuse perpetrated by her 
father, as well as domestic violence between her father and his partner. She 
described being forced to perform oral sex on her father, under knife point, and that 
he threatened to kill her if she told anyone about it. She reported being lured into the 
situation by gifts that he promised bigger or more special that the gifts for her sisters. 
Jacqui discussed these events over a period of three sessions, describing as much as 
she could emotionally tolerate at any one time, until she was satisfied she had 
included all relevant information. Jacqui reported that this sexual abuse occurred 
before her father had lived with his new partner. However she could not remember 
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her age at the time. During individual narratives Jacqui also described instances of 
domestic violence between her father and his partner. She explained that her 
motivation for disclosing this information now was to help her father’s partner from 
being hurt further. At the same time, Jacqui disclosed sexual abuse to her School 
Principal who described her disclosure as involving the words “my dad used to root 
me”. All such disclosures were reported to the Department of Child Protection and 
an investigation process was undertaken following completion of the Little Steps 
program. In addition Jacqui’s mother reported that since disclosing her experience of 
sexual abuse, she thought that Jacqui appeared as though “a weight had been lifted, 
she is more free in her eyes – it is a noticeable difference. I can’t explain it but it’s 
like she’s been carrying a suitcase on her shoulders and now it’s gone.” 
 
Pipa.  Pipa presented as a sensitive girl who, while quieter than her 
sibling, participated confidently in group activities and discussions. Her responses on 
the RQ also indicated that she perceived a high sense of resilience throughout her 
involvement in the program (see Figure 6.31). She was often observed to assist her 
younger sisters and was respectful of their individuality. For example, when painting 
posters of things that frightened them, Pipa was observed to help her sisters, Cate 
and Meg, generate ideas of things they found scary, rather than tell them what paint. 
Consistent with this observation Pipa’s mother also described her as “insightful”. 
She reported that Pipa was often the “victim” of Jacqui and Meg’s aggressively 
bullying, although she would often walk away from their fighting. Her responses on 
the TSCYC suggested that Pipa showed clinical levels of avoidance, and 
intrusiveness of experience and she reported significant sexual concerns. Her 
responses on the SDQ however indicated that Pipa was largely asymptomatic.        273 
 
 
During individual narrative segments, Pipa displayed progressively more 
integrated expression of difficult emotions related to her relationship with her father. 
In the first session, she reported “when I think about not seeing Dad I feel a lot better 
because he gets drunk when I see him and I’m embarrassed because a lot of other 
people see their dads and we don’t”. Later she reported that she felt “scared, worried, 
upset, sad, angry, curious, embarrassed and really cross” when her father was violent 
toward his partner. She also displayed sophistication in integrating concepts covered 
in the program with her own goal setting. For example, when angry “I must learn not 
to hit, spit, scream or say nasty things to others”. She was also able to generate some 
alternative expressions of her anger, for example “I can scream into a pillow, take 10 
deep breaths or talk to someone about my frustration.” Pipa made no disclosure of 
sexual abuse and, in conversations with her, her father’s alcohol use and aggressive 
behaviour were her two greatest expressed concerns.  
 
 
 
 
 
 
 
 
 
 
Meg.  Meg’s presentation during the program reflected a disorganised 
attachment style with her mother, which manifested in ‘odd’ behaviours and 
conversations, as well as substantial attention difficulties. Meg often appeared unsure 
how to engage socially with group facilitators and with her sisters. In relating to 
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Figure 6.31. Pipa’s Sense of Resilience using the RQ 274     Chapter Six: Evaluation of the Little Steps Program 
 
 
program facilitators, she was observed to abruptly switch between not attending 
during activities, to seeking physical contact (e.g. holding hands, sitting next to 
program facilitators, hugging). When physical contact, such as hugging, was 
redirected to a handshake, Meg frequently appeared rejected, lowing her head and 
walking away from the group. Meg’s mother reported that her principal concern for 
Meg was her sexually inappropriate behaviour. For example, she had recently been 
in trouble at school for describing “blow jobs” to her classmates. Her mother’s 
responses on the TSCYC indicated clinical symptomatology on seven subscales of 
nine on the TSCYC. On the SDQ, peer problems, hyperactivity, conduct and 
emotional problems were reported.  
Meg’s presentation in the program was quite different from that of her 
sisters, who often ignored her. Meg appeared to find program concepts difficult to 
follow, in part probably due to her difficulty maintaining attention and concentration. 
She was often observed to stare into space and appeared to be in her own world. She 
was usually unable to contribute to group discussions without significant prompting 
and assistance, which meant group discussions, doll plays and individual narratives 
were more challenging for her. She displayed a clear preference for creative 
activities such as painting. Meg appeared to enjoy the individual attention of 
narrative session, which was used, for her, as a means of revising the concepts 
covered in the program. However, during these segments, when asked how she felt 
about no longer seeing her father, she reported, “I feel sad because I miss 
him...because he let me have chewy.” Moreover, according to Meg’s responses on 
the RQ, she experienced a low sense of resilience prior to her entry into the program, 
which improved by the time she had completed Little Steps (see Figure 6.32).       275 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Cate. Cate presented as a bright and happy girl. She appeared to interact 
well with her sisters and was often observed to want to copy Jacqui and Pipa. She 
did sometimes displayed frustration when she was unable to engage in activities as 
competently as her older sisters, such as, when using a disposable camera. Her 
mother reported concern about Cate’s fights with her sisters, usually Jacqui and Meg, 
and her exposure to Meg’s sexualised play. Her responses on the TSCYC indicated 
that Cate experienced clinical levels of anger, arousal, dissociation and concerning 
sexual behaviours. However, as Cate was not believed to have been exposed to 
trauma or violence other than fighting with her siblings, her profile on the TSCYC is 
difficult to interpret, especially the finding of a clinically elevated dissociation 
subscale score. Moreover, her mother’s responses on the SDQ indicate that Cate’s 
was principally asymptomatic upon entry into the Little Steps program.  
Individual narrative segments of the program focused on helping Cate to 
rehearse skills and concepts taught in the program, and to apply them to her relevant 
life experiences. For example, ‘not-okay touching’ was often framed in relation to 
her tendency to hit and fight with her siblings. She was encouraged to explore 
alternative behaviours for expressing her frustration. In an entry written together 
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with a program facilitator, Cate reported, “Today we learnt about okay and not-okay 
touching and I had to learn that I need to respect other people’s bodies too. That 
means don’t touch their body if they say “No” or “Stop it”. When I am angry I must 
learn not to hit other people. I can go to my room, scream into a pillow, breath in and 
out slowly instead.” Moreover, upon entering the program, Cate indicated on the RQ 
that she experienced some compromise to her sense of resilience across all three 
scales: access to external support, internal resources and interpersonal skills. 
However, by the end of the program, her responses indicated a marked improvement 
in her sense of resilience (see Figure 6.33).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Summary 
The contextual analysis presented above illustrated the variability in 
children’s presentation to the Little Steps program and illuminates the important 
impact of children’s ecological contexts on the promotion of, and barriers to, their 
wellbeing and coping. For example, Sacha’s parent’s planned coping strategy of 
going on a holiday after Sacha disclosed sexual abuse was likely to promote positive 
adjustment to sexual abuse. In contrast, the long term systemic issues present in 
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Jacqui’s family meant that even daily familial stresses, such as children fighting, 
appeared to overwhelm this family system. This was evident when the girls’ mother 
reported that she frequently locked herself away and engaged in self harming 
behaviours. These case portfolios also highlight the impact intervention programs 
can have on the broader context of a child or parent’s life, for example, when Paige 
spontaneously recalled the names of her teachers and classmates and when Ava and 
Abbey’s other described her plans for their future.  
Moreover, the contextual appraisal of children’s lives, upon entering a 
program and throughout their participation in intervention, illustrates the complexity 
in applying stringent categorisation of symptomatology, especially when the 
measurement of symptoms is limited to parent-report. Inconsistency in parent’s 
responses on the TSCYC and SDQ may indicate concurrent validity limitations 
between the two measures. Alternatively, incongruence within parent’s responses on 
these questionnaires may point to the stated context in which measures are 
completed. While the one measure asks about children’s trauma related symptoms, 
possibly priming parent’s responses along these lines, the other states a more general 
purpose, that is, to appraise children’s strengths and difficulties. Furthermore, 
delineating the impact of parent’s own symptomatology from the meaning they draw 
from observations of their child’s behaviour was also difficult.   
The use of the RQ was helpful as a means of targeting children’s own 
sense of vulnerabilities and resources, although the psychometric properties of the 
RQ have not yet been explored. The Children’s Relationship Inventory (CRI) was 
introduced with children participating in the third and fourth iteration of the Little 
Steps program. However, it was clear during the administration of this measure, that 
children did not understand what was being asked of them. Therefore it cannot be 
taken as an accurate appraisal of their sense of relationship with their care-givers. 278     Chapter Six: Evaluation of the Little Steps Program 
 
 
Even so, fulsome appreciation of any child must incorporate the child’s own 
perspective, as well as the perspective of their parents and the practitioners with 
whom they work. The psychometric reliability and validity of child self-report 
measures needs to be an important focus for applied research with children.   
 
Section Two: Formative Evaluation 
Understanding the impact of the Little Steps program on the lives and 
functioning of participating families is further enhanced by an appreciation of how 
the program unfolded and produced its effects. Operational procedures and a 
thematic analysis of facilitator impressions of how each session progressed are 
presented for discussion below. This discussion is conceptually organised into five 
broad areas: (i) attendance and evaluation participation; (ii) inclusion and exclusion 
criteria; (iii) program delivery and fidelity; (iv) group process; and (v) practitioner-
client dynamics. In addition, the impact and relevance of topics included in the Little 
Steps  parent program was measured using a weekly Parent Program Feedback 
Questionnaire (PPFQ).  
Attendance and evaluation participation 
All families attended all planned pre-program evaluation sessions at least 
two weeks prior to commencement of the program. For one family, who approached 
the  Little Steps service some three months earlier than the program’s scheduled 
commencement date, the initial screening interview was undertaken at that time. 
Then, two weeks before the program was due to commence, the comprehensive 
battery of pre-program evaluation measures was administered to this family. 
Compared with scheduling that took place prior to the commencement of the PB 
program, that is, in the hour before session one was to begin, pre-program 
assessments two weeks before the commencement of the Little Steps program was       279 
 
 
optimal. This scheduling allowed for contemporary assessment of wellbeing and 
provided time to carefully consider children’s suitability for inclusion in the 
program, which in some instances involved conversations with other practitioners 
(i.e. Paige, Lily, Nadia, Ava, Abbey and Jacqui were all engaged with other 
individual counsellors at the time of their participation in the program).  
Three-month follow-up evaluation was undertaken with families who 
attended the Little Steps program at the Murdoch Psychology Clinic and not with 
families who attended the program at a community health centre. While three-month 
follow-up evaluation is a desirable feature of a research design, it is less common in 
community settings where there are limited resources, such as financial resources 
attached to funding contracts, the availability of consultation rooms and of staff who 
usually have full case-loads of clients.  
Children from all families completed all aspects of the pre and post-
program evaluations. This was a marked improvement from the PB evaluation in 
which only two children completed both pre and post-program evaluation 
assessments. The four families (six children) who participated in the Little Steps 
program run through the Murdoch Psychology Clinic were also asked to participate 
in three-month follow-up evaluation. One parent (Ava and Abbey’s mother) did not 
complete her follow-up evaluation, however her children participated in the follow-
up assessment (Jacqui’s mothers) did not complete her post-program evaluation. In 
both of these instances, there was a greater imposition on their time to complete the 
questionnaires as they had multiple children involved in the program and there were 
three missing parent-report data. These two parents also reported that completing a 
battery of assessment was confronting for them. The battery of assessments used in 
this evaluation was extensive. Use of many measures is unlikely to be sustainable in 
everyday community practice. For this reason the evaluation measures, included in 280     Chapter Six: Evaluation of the Little Steps Program 
 
 
the Little Steps program manuals (see Thesis Supplement One) have been reduced in 
number.  
Like the PB  program, ambivalence in attendance was evident in 
participating families, particularly parents who were observed to have an avoidant 
coping style. However, unlike the PB  program, ambivalence in therapeutic 
engagement did not culminate in intermittent attendance rates. Three strategies were 
thought to have contributed to sustained attendance in the Little Steps program. The 
first involved providing parents with clear expectations for their weekly participation 
in sessions.  The second involved providing them with a program that encouraged 
their active participation by addressing common parental needs following child 
sexual abuse. This strategy was targeted toward improving attendance, as well as 
improving general outcomes for families. The third strategy involved weekly 
telephone contact with families between sessions.  
 
Inclusion and Exclusion Criteria 
Many difficulties were encountered in targeting this niche population of 
children, aged between four and ten years, with experiences of sexual abuse and sub-
clinical features. The age range sought, limited the number of referrals that could be 
made for participation in the Little Steps program. Substantiation by a statutory 
authority also proved a difficult criterion for entry into the program. The standards of 
evidence to satisfy the formal and legal processes of substantiation were somewhat at 
odds with the reasons families presented for counselling intervention. Some of the 
challenging issues that presented in this research context were the developmental 
issues in the level of sophistication of children’s disclosures of abuse, suspension of 
investigations pending family court decision-making about custody and 12-month 
waitlists for scheduled criminal court hearings. Consequently, the entry criterion       281 
 
 
around substation status was relaxed. With children who did not meet this standard, a 
modified version of the Little Steps program was offered. Modifications principally 
involved removing the stated context of sexual abuse from activities and, instead, 
introducing children to the concept of a range of ‘not okay’ touch. For instance, for 
Cate this was understood to involve hitting her sisters and other children. Moreover, 
difficulty in operationalizing ‘sub-clinical’ was encountered, especially because 
there were times that parent’s distress appeared to influence their observations of the 
child’s behaviours using parent-report symptom checklist measures.   
 
Children’s Participation in the Program 
As in the evaluation of the PB  program, a formative evaluation of 
children’s participation in the program is improved by differentiating the delivery of 
concrete  activities from the dynamic process that underpins their presentation to 
children (Hogue, 2002). Evaluation of whether children’s participation in the Little 
Steps program was considered beneficial was again delineated into consideration of 
fidelity in the delivery of program content and the group processes that unfolded.  
 
Program Delivery and Fidelity. As reported in Chapter Three, the child 
and parent Little Steps program manuals included information about expected service 
provision (e.g. weekly phone calls, materials required, evaluation measures); 
information about the therapeutic environments; and suggestions for engaging 
families into a therapeutic relationship. Moreover, to avoid confusion and variable 
delivery of program concepts and activities, which had been observed during the PB 
program, the underlying objectives and rationale for each component of the program 
were provided in the manuals, along with relevant worksheets and materials required 
for activities. With few exceptions, facilitators reported being able to complete 282     Chapter Six: Evaluation of the Little Steps Program 
 
 
program tasks within the session time limits. Furthermore, unlike the PB program, 
all components of the Little Steps program were administered with all children. 
Moreover, to address the potential anxieties of group facilitators in speaking openly 
with children about sexual abuse, the Little Steps manual incorporated examples of 
how group facilitators might initiate such conversations. The range of expertise 
among participating practitioners, much as in the evaluation of the PB  program, 
meant that clinical expertise could not always be relied upon. For example, in the 
final iterations of the Little Steps program at a community women and children’s 
health service, the two child-group facilitators who participated under my guidance 
as researcher-practitioner, had not previously worked therapeutically with children. 
Such differences provided further weight to the decision to manualize the Little Steps 
program.   
As in the evaluation of the PB program, when the Little Steps program 
was delivered through a community setting, there were varying degrees of 
experience among practitioners and no community practitioner had more than a four 
year degree in Psychology or three degree in Social Work. Facilitators also had 
variable level of professional experience working therapeutically with children. The 
diverse competencies among community practitioners, supports the use of a 
manualized approach to treatment in addition to weekly peer and clinical 
supervision.  
 
Children’s Group Process. Inferences about each group’s unique process 
was drawn from participating practitioners using the FFQ-II, as well as weekly 
practitioner discussions, and through direct observation afforded by the researcher-
practitioner methodology. Observations of group process in both child and parent 
programs from the PB evaluation, encouraged careful consideration in designing the       283 
 
 
Little Steps program. The central priority was to engage children into a therapeutic 
milieu in which they were free to process their experiences and to learn new skills. A 
range of facilitation strategies was used to create this environment and activities 
were organised to sequentially increase children’s tolerance to consider difficult 
emotions and experiences.  
Emotionally intense segments were delivered mid way through each 
program, using a range of different activities that were time limited. General 
concepts, such as exploring children’s feeling vocabularies, were used to set the 
context for the more targeted emotion processing activities that followed. 
Emotionally intense activities were introduced through individual narratives or 
conversations with a practitioner, as well as through doll play, charade games, 
painting exercises and other creative activities, such as designing worry boxes while 
discussing things that have frightened children in the past. Furthermore, providing 
children with options for expressing difficult thoughts and feelings meant that the 
range of developmental competencies among participating children could be 
harnessed. The benefits of this multi-modal approach were evident in children’s 
preferences for some activities over others, as reported in their participant portfolios. 
Many children engaged well in all activities, and when asked what their favourite 
session activity had been, they reported “everything”. Some children, such as Paige 
and Meg, showed clear preferences for creative activities, like painting, which may 
reflect their individual developmental competencies and culture. In addition to the 
incremental and multi-modal delivery of activities, each session closed with a 
progressive muscle relaxation routine, to help reduce children’s emotional arousal, as 
well as to incorporate a closing routine to mark the end of the session.  
The impact of this carefully considered process was evident in children’s 
individual narrative contributions and their preparedness to engage in all sessional 284     Chapter Six: Evaluation of the Little Steps Program 
 
 
activities. Unlike the PB program, no child in the Little Steps program elected to 
withdraw from sessional activities. As well, all children in this study demonstrated a 
preparedness to discuss and explore their emotions in relation to their experience of 
sexual abuse or interpersonal violence. For the majority of children this coincided, 
during sessions four to six, with activities and conversations that were formulated to 
incrementally increase the focus on abuse (or interpersonal violence, more generally, 
for those children in the modified version of the program). This incremental process 
provided a clear context in which personal safety skills could be taught.  
If the structure and flow of session content can be considered as part of a 
‘macro’ feature of the Little Steps program design, ‘micro’ processes were also 
incorporated to address the potential for anxiety related behaviours observed during 
the evaluation of the PB program, which included separation anxiety, withdrawal 
from group activities, hiding and destructive play. The first was the use of a talking 
stick which helped to control turn-taking activities, as well as to encourage children 
to participate in group discussions. The second was the introduction of a behaviour 
reinforcement system that was used successfully in one session of the PB program. 
Children engaged in Little Steps were reinforced for their effort and participation in 
the session’s activities (rather than their performance), which at the end of the 
program gave them access to a small and novel reward. Reinforcing children’s 
preparedness to share their experiences also potentially offered them an alternative 
model to ‘secrecy’ that had perhaps been reinforced during their sexual abuse 
encounters. The third feature of this micro-level process involved the use of comfort 
cards, which children wore on lanyards throughout each session. Comfort cards 
(described in Chapter Four) were incorporated into the Little Steps program to 
provide children with a socially acceptable means of withdrawing from participating 
in program activities, thereby preventing the hiding and destructive play behaviours       285 
 
 
observed in the PB program. Compared with children in the PB program, no child 
elected to withdraw from sessional activities, either by using their comfort cards or 
by engaging in inappropriate behaviour, despite the increased task demands of 
activities in the Little Steps program. Comfort cards were generally used by children 
as a means of asking for a break to use the toilet.  
Adorning aprons, eating afternoon snacks and decorating star charts were 
examples of other ‘micro’ session routines, developed with the purpose of helping to 
transition children from their parent’s care into the therapeutic environment. 
Incorporating an easily mastered routine or structure into each session was thought to 
alleviate potential separation anxiety between parents and children by: (i) providing 
all children, irrespective of their developmental competencies, with an opportunity to 
independently and competently engage in the very first sessional activities of the 
day; and (ii) clarifying the session’s topics within known activities (i.e. talking 
circles, table work and story time) allowing children to develop clear expectations 
for how each session would unfold. Moreover, children of most ages find sustained 
attention over two hours difficult, especially during the afternoons, so it was 
important to provide them with snacks and to physically move them between spaces 
for different activities.  
Creating a sense of in-group belonging was also important and was 
achieved by group conversations about sexual abuse being a common experience 
among the child participants. However, facilitation of the first child group appeared 
to be a more powerful process than the later sibling group program. When the four 
children participating in the first group were informed that sexual abuse (i.e. not 
okay touching) was an experience they shared in common, they appeared 
immediately curious. They instantly shifted their gaze from group-facilitators toward 
each other and started to ask one another questions. Group facilitators described this 286     Chapter Six: Evaluation of the Little Steps Program 
 
 
as a powerful moment in facilitating group cohesion and a sense of belonging. 
However, during sibling groups especially the two reported in this evaluation where 
sexual abuse had not been substantiated, such conversations were neither advisable 
nor relevant. Moreover, unlike the first group of children, existing dynamics between 
siblings were transferred into the group process during the sibling administration of 
the program. Especially in the final iteration of the Little Steps program involving 
Jacqui and her sisters, sibling competitiveness was active in every session. This 
dynamic often required facilitators to employ a more disciplinary role. The transfer 
of sibling dynamics into the therapeutic process also influenced considerations of in-
group belonging and decisions about whether to include other children not from the 
same family. For example, Gemma, a young indigenous child with developmental 
difficulties was offered an individual administration of a program. Moreover, 
ongoing case conferencing with individual therapy practitioners was valuable in 
ensuring both the appropriateness of including children in the program, as well as the 
continuity of therapeutic activities. External practitioners provided another 
perspective in the formulation of inferences about families’ progress through the 
program.  
In addition to a set of inclusion criteria, the impact of matching 
children’s personalities, temperament, and particular experiences of sexual abuse to 
intervention plans was highlighted in the running and evaluation of the Little Steps 
program. One four-year-old child, for example, who was not included in this 
evaluation report, was offered an alternative play therapy intervention instead of the 
Little Steps program, after she was observed to explicitly reject the practitioner’s 
intervention plan for her (e.g. when she said “no I don’t think we’ll talk about that 
today”). However, she was observed to be much more expressive about her life 
experiences when she was engaged in carefully targeted play, such as sand box       287 
 
 
games with dolls. Another child, Ava, who completed the Little Steps program in bi-
weekly sessions over five weeks, also illustrated the potential consequences of 
ignoring therapeutic process during intervention planning. Increasing the weekly 
demands for Ava to process her experiences was not helpful for her. Themes such as 
a sense of future and her expression of violent play with dolls could not be explored 
adequately in five weeks, so they were not explored at all. These children highlight 
the importance of practitioner’s flexibility in applying intervention programs, 
especially given the risks of following manualized programs like a recipe cook book 
(Cohen et al., 2006).  
 
Parent Group Participation 
This formative evaluation of parent’s participation in the Little Steps 
program was also considered in terms of the relevance of the program concepts to 
participating parents. The dynamics of group process was thought to be reflected in 
parents’ relationship with their parent-group facilitator and their relationship with 
one another.   
 
Relevance of ‘Little Steps’ Content. Much like the piloted PB protective 
parenting program, described in Chapter Two, providing parents with a program that 
met their acute needs appeared to improve their commitment to the intervention. In 
their post-program evaluation sessions, all parents reported that they felt they had 
benefited from their participation in the program and felt more comfortable 
discussing sexual abuse related issues with their children. However, a similar finding 
emerged after families’ involvement in the PB program, despite evidence that this 
program did not adequately meet their needs. Therefore, an evaluation of parents’ 
responses on the PFQ-II, discussed in more detail in the following summative 288     Chapter Six: Evaluation of the Little Steps Program 
 
 
evaluation, was undertaken to measure the degree of relevance  of each program 
component, rather than global satisfaction. Their responses on the PFQ-II indicated 
that they thought the most relevant components of the Little Steps program were: (i) 
unhelpful thinking styles and their impact on coping; (ii) relaxation training; (iii) 
open communication training; and (iv) personal safety training.  
An appraisal of parents’ pre-program goals revealed that most parents 
presented to the Little Steps program seeking personal safety intervention for their 
children as well as guidance in facilitating the development of their child’s personal 
safety skills at home. An evaluation of their personal reflections on progress after 
completing the Little Steps program revealed that meeting other parents who were 
confronting similar issues of abuse was a helpful aspect of the intervention. 
Comparing parents’ pre-program goals to their post-program reflections provided 
another perspective on relevance of program components. For instance, Paige’s 
mother appeared to have initial difficulties in accepting the intervention plan, as 
expressed in her ambivalence about her role in the Little Steps program, “I have been 
protecting Paige since 2003, I don’t know if I can get any stronger than I already 
am”. Yet, by the completion of the program, she reported that she had learned “to see 
from the children’s point of view and to work with them so that they will work with 
me...letting kids be kids and not damaged goods”. Similarly, Lily and Nadia’s 
father’s goals shifted over the course of his participation in the program. These 
reports reflect the importance of providing parents with accurate information about 
sexual abuse and models for understanding sex offending behaviours. For example, 
this father initially reported that his goals for intervention were focused on 
preventing his children from becoming perpetrators of sexual abuse, yet it was the 
open communication skills training that appeared most relevant to him after he’d 
completed the program.        289 
 
 
Parents’ responses on the PFQ-II confirmed the relevance of most 
program content. However, while behaviour management was covered in one session 
of Little Steps, it was less relevant for families with compliant children (i.e. Sacha) 
and inadequate in addressing complex behavioural issues for other families (i.e. 
Jacqui and her sisters). The inclusion of behaviour management strategies, therefore, 
requires further attention in subsequent iterations of Little Steps program 
development.   
 
Therapeutic Relationships. Therapeutic alliance between parents and 
program facilitators was measured in two ways.  Using the PFQ-II after every 
session, parents were asked to rate their sense of alignment with their parent-group 
facilitator, on a five-point scale. Trends in parents’ responses on the PFQ-II are 
depicted in Figure 6.34.  A trend analysis of parents’ connection with their group-
facilitator indicated similar ambivalence patterns in therapeutic engagement of some 
parents. To illustrate, the trend in Paige’s mother’s responses to this questionnaire 
revealed her movement in and out of connection with her group-facilitator. Lily and 
Nadia’s parents also showed some ambivalence. Their father’s responses on this 
questionnaire suggest that he did not ever feel a strong connection with his group-
facilitator, while their mother’s responses indicated shifts in her sense of connection 
with their group’s facilitators also. Despite missing data, Sacha’s parents, Gemm’s 
foster mother and Jacqui’s mother appeared to feel a consistently strong connection 
with their respective group-facilitators.  
Using Barrett-Lennard’s Relationship Inventory (BLRI) parents were 
asked to appraise the nature of their relationship with their parent-group facilitator  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
      
Figure 6.34. Trends in Parents Alliance with Group Facilitators using the PFQ-II 
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across four dimensions of Level of Regard, Empathy, Congruence and Unconditional 
Positive Regard during the first program iteration. The longer version of the BLRI 
(OS/MO64) was used at post-program evaluation. In the subsequent parent group 
program, the shorter version of this inventory (OS/MO40) was used at pre-and post-
program evaluation intervals. Response options on this inventory are rated on a six-
point scale, with the lowest ranting given a value of -3, and the highest, +3. Subscale 
scores are derived by adding responses to items within each scale, which provides a 
raw score for that subscale (Barrett-Lennard, 1986). Each scale is comprised of an 
equal number of positively and negatively worded items. If the resultant subscale 
score is negative, it suggests negative relationship qualities. As depicted in Figure 
6.35, positive subscale scores were derived from parents’ responses on the BLRI for 
all parents (n=4), indicating positive relationship qualities between parents and their 
group facilitators.  
However, when compared with the other three subscales, the subscale 
unconditional positive regard was the given lowest rating. Moreover, the moderate 
level of positive endorsement across parents on the remaining subscales is consistent 
with parents’ responses on the PFQ-II, which indicated that most parents felt 
somewhat connected with their group facilitator at post-program evaluation. The 
general trend at post-program evaluation, from all parents was that the therapist-
client alignment was moderately positive.  
For the second parent group iteration of Little Steps (Gemma and 
Jacqui’s mothers), the short form version of the BLRI (MO/OS40). Missing post-
program data from Jacqui’s mother meant that an analysis of the BLRI constrains of 
pre-to-post program changes data therapeutic relationship to a single case. Possible 
subscale scores for the short BLRI range from -30 to 30. Gemma’s mother’s 
responses to this questionnaire are displayed in Table 6.2. The ratings indicate that 292     Chapter Six: Evaluation of the Little Steps Program 
 
 
her relationship with the program facilitated improved by over the course of the 
Little Steps program. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 6.2  
Single Case Display of Pre-to-Post Program Changes in Therapeutic Relationship 
 Level  of  Regard  Empathy  Unconditional 
Positive Regard 
Congruence 
Pre-program evaluation  5  4  4  -1 
Post-program evaluation  17  20  6  15 
 
In addition to parent’s relationship with their group-facilitators, parent’s 
relationship with one another was considered carefully in each group composition. 
As evident in each family’s portfolio description, parents presented with a diverse 
range of personalities, values and beliefs in relation to sexual abuse and, more 
broadly, in their parenting styles. The explicit focus on coping processes and 
diversity in coping among group members was thought to contribute to increasing 
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not only parents’ commitment to both the intervention agenda for their children, but 
also to the group of parents with whom they were sharing this intervention 
experience. Diversity between parents was reframed as an opportunity for parents to 
recognise and draw upon their own strength, in order to support other parents who 
were struggling with different issues or with same issues in a different way. As one 
parent-group facilitator said “if all parents present with exactly the same difficulties, 
the risk is that they all jump in the hole together, while diversity among group 
members means the others can stand at the edge of the hole and pull the other out”. 
While commonality in experience is important for developing a shared intervention 
plan and sense of belonging, diversity among group members was helpful quality in 
this program,  which has also been noted by others (e.g. Stone, 2007).  
 
Program Facilitator Feedback 
The inclusion of a qualitative component on the FFQ-II, for facilitator’s 
session reflections, was helpful, especially when addressing process issues with 
parents during between session telephone calls, which were undertaken by me. 
Facilitators of the children’s program, including me, indicated that most components 
of the program were achievable in the allocated time. Some activities needed to be 
carried over to the following session to accommodate lateness of the session or 
because children required more individual time with a practitioner. Even so, all 
components were delivered with all children by the end of the program. In addition, 
the first parent-group facilitator reported that she was able to cover all components 
of the parent program in the timeframe provided. However, she also reported that 
parents would benefit from a ‘pre-session’ in which the only purpose is for parents to 
meet one another and share their child’s experiences of sexual abuse. This change 
was incorporated into subsequent program iterations.  294     Chapter Six: Evaluation of the Little Steps Program 
 
 
Section Three: Summative Evaluation 
The summative evaluation of the Little Steps program focused on two 
concrete outcomes in children’s learning: (i) children’s belief sets about the 
appropriateness of touch (measured using the CKAQ-III); and (ii) children’s 
knowledge of protective and coping concepts targeted by the Little Steps program 
(measured using the CKQ-II). Responses obtained from children participating at the 
Murdoch Psychology Clinic were collected pre-program, post-program and at three-
month follow-up, while families who participated in a community based clinic were 
assessed only pre and-post program. Findings from these two aspects of the 
summative evaluation will be discussed in turn here. The data and output files for 
children’s responses on the CKAQ-III and CKQ-II are presented in Appendix Y.   
 
Children’s Knowledge of Appropriate and Inappropriate Interactions 
(CKAQ-III).  Pre-program evaluation responses collected from the children are 
represented in Figure 6.36. As in the evaluation of the PB  program, knowledge 
scores were determined by computing the number of correct responses which were 
then converted to a percentage. The a priori accuracy level of 80% on the CKAQ-III, 
adopted for the PB evaluation, was again applied in this evaluation, as an indicator of 
an adequate outcome.   
Responses generated on the CKAQ-III revealed that prior to their involvement in the 
Little Steps program, all children in the current sample children demonstrated some 
knowledge about the appropriateness of touch and interactions with adults, similar to 
children in the PB evaluation. All children in Little Steps offered correct responses 
about the appropriateness of sharing affectionate touch with parents before bed time 
and that it is okay for children to receive a hug from adults they like. Ninety percent 
of children also offered correct responses about the appropriateness of allowing a       295 
 
 
doctor or nurse to look under children’s clothes if they had injured themselves, that it 
was okay for children to say “no” to an adult touching them in unwanted ways, and 
that a congratulatory hug from a neighbour after a child had won a competition was 
an appropriate touch.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
This contrasts with the range faulty beliefs also demonstrated by all 
children prior to their participation in the Little Steps program.  In some cases, much 
like for children who participated in the PB program, their responses to similar items 
were seemingly contradictory. For instance, children would correctly report that it is 
okay for children to say “no” to an adult touching them in unwanted ways, and also 
indicate that it was not okay for children to say “no” to adults (i.e. generally). In 
much the same way as in the PB program, approximately half of the participant 
group (45%) offered incorrect responses to items reflecting the power imbalance in 
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children’s relationship with authority. For example, their responses indicated that: (i) 
children should comply with all requests and instructions made by adults (45%) and 
children should comply when a grown-up touches a child, irrespective of whether the 
child likes the touch (55%); (ii) it is not possible for hugs and tickles to progress to 
inappropriate touch (55%) or that inappropriate touch is even possible (73%) or that 
it might be perpetrated by a member of the family (64%); (iii) they were not aware 
that they could trust their feelings when determining whether touch is safe or unsafe 
(73%); (iv); children should keep quiet about inappropriate requests, such as getting 
unchanged without a legitimate reason for doing so (45%) or when an adult walks in 
on them in the bath, making them feel uncomfortable (45%). Again, many children’s 
responses indicated an overgeneralised assessment of the danger of strangers. For 
example, they indicated that strangers do not look like ordinary people (36%) and, 
even when supervised by a parent, children should not speak with an unknown 
neighbour (45%). Taken together, these outcomes are consistent with the earlier PB 
evaluation and bolster confidence in the suggestion that young children, before 
commencing each program, presented with similar vulnerability pertaining to their 
beliefs about appropriate and inappropriate interactions with adults. Yet, unlike 
children who participated in the PB program, as depicted in Figure 6.36, children 
who participated in the Little Steps program demonstrated a high degree of accuracy 
in their beliefs about touch after completing the program.  
Following children’s participation in the Little Steps program, correct 
responses were consistently given by all children on 18 items of the CKAQ-III. In 
addition 10 of the 11 children consistently provided correct responses to a further 
seven items. Four concepts, however, remained difficult for some children at the 
completion of Little Steps. These four concepts related to overgeneralisation of 
stranger danger, which reflected children’s difficulty with concepts that strangers       297 
 
 
both look like ordinary people and that they are most often nice people. Faulty 
beliefs were also maintained for concepts that involved the possibility that ‘not-okay 
touch’ occurs and that it may progress from hugs and tickles that start out feeling 
safe but go on too long. Yet, the majority of children responded correctly to items 
about the possibility of not-okay touch being perpetrated by a family member (91%) 
and that boys are at equal risk as girls to not-okay touch (100%). What differentiated 
these items from those above was the use of the word “possibility” in the item 
statement. For example, “is it possible for someone to touch a child in a way that 
feels unsafe?” compared with “is it true that sometimes someone in the family might 
touch a child in a way that’s not-okay?” This suggests that item phrasing may have 
impaired children’s comprehension of the questions, rather than children maintaining 
faulty belief set about touch per se.  
Overall, there appeared to be a general improvement in the accuracy of 
children’s beliefs about the appropriateness of touch interactions with adults 
following the Little Steps program, with all children achieving an adequate outcome 
standard of 80%. An paired samples t-test revealed the improvement in children’s 
scores on the CKAQ-III was statistically significant, t(10)=-6.67, p≤.01. Additional 
independent paired samples t-tests revealed that children’s beliefs about touch at 
three-month follow-up were significantly more accurate than prior to their 
involvement in the Little Steps program, t(5)=-7.60, p≤.001. But there was no 
significant difference in accuracy between their post-program and three-month 
follow-up scores, t(5)=-2.8, p=.79. This suggests that improvements in children’s 
beliefs about touch interactions with adults were maintained three months after the 
completion of the Little Steps program. This finding bolsters confidence that after 
Little Steps children may be able to maintain the ability to call upon this knowledge 
should a future threat situation arise. Moreover these findings indicate that the Little 298     Chapter Six: Evaluation of the Little Steps Program 
 
 
Steps program had greater success in correcting the accuracy of children’s beliefs 
about their touch interactions with adults, than the PB program.  
 
Children’s Knowledge of Program Concepts (CKQ-II). The CKQ-II was 
used to assess children’s learning and retention of knowledge at three levels of 
integration. The CKQ-II comprised session-related subtests that, while not directly 
comparable to results obtained from pre and post-evaluation intervals, allowed for 
iterative examination of children’s learning. Subtests allowed the process of learning 
to be explored, including trends, such as common errors that might indicate 
particular conceptual difficulty with concepts covered during particular sessions, as 
well as offering the opportunity to monitor children’s progress through the Little 
Steps program.  Again, 80% accuracy was set as the a priori benchmark for an 
adequate outcome, thought to reflect a ‘clinically meaningful’ result. As in the earlier 
evaluation of the PB program, this scoring benchmark was determined with the view 
that a high degree of skill mastery would be required for a child to confidently and 
competently call upon the range of protective and coping skills taught in the program 
in real situations of threat or vulnerability.  
The process of weighing the evidence means that results from the CKQ-
II should be read in conjunction with responses obtained for the CKAQ-III. 
Consistency between recall of program specific knowledge and accurate beliefs 
about touch interactions with adults improves confidence in inferences drawn about 
program outcomes and is more meaningful than either finding in isolation. 
Replicating the approach taken in the PB evaluation, data obtained using the CKQ-II 
were analysed in two principal ways: within the context of what else was known 
about each case (idiographic), and across cases (nomothetic) to gain an appreciation 
for how each concept was integrated at the three levels of assessment. Children’s       299 
 
 
responses on the CKQ-II were interpreted by comparing each child’s baseline 
knowledge of targeted program concepts with their knowledge upon completing the 
program.  For children who participated in the first program iteration, pre-program 
knowledge was also compared with their knowledge three months after completion 
of the program.   
Before they commenced the program, no child demonstrated knowledge 
of all skills targeted by the Little Steps program. The mean level of accuracy across 
items on the CKQ-II prior to program was: 51.1% (with a range of: 20.0% - 93.3%) 
for prompted recognition of target concepts; 60.23% (range: 42.5% - 83.1%) for 
children’s application of knowledge concepts to self; and 31.2% (range: 15.56% - 
49.44%) for independent integration of generalised concepts. Following completion 
of the program, the mean level of accuracy was 96.8% (range: 83.3% - 100%) for 
prompted recognition of target concepts; 96.1% (range: 93.7% - 99.1%) for 
application of targeted concepts to self; and 88.7% (range: 81.0% - 100%) for 
independent integration of generalised concepts. A paired samples t-test confirmed 
that children’s knowledge of concepts targeted by Little Steps improved after 
completing the program and that these improvements were maintained at three-
month follow-up.  
As measured by the CKQ-II, children’s prompted recognition of relevant 
knowledge was significantly better by post-program evaluation, t(10)=-6.2, p≤.0; as 
was their application of targeted concepts to self, t(10)=-10.9, p≤.01; and their 
integration of generalised concepts, t(10)=-15.8, p≤.01. Therefore, significant 
improvement in children’s knowledge was found across all three levels of 
knowledge integration assessed in the CKQ-II. Furthermore, children’s knowledge 
of concepts targeted by the Little Steps program was significantly better at three-
month follow-up than their scores prior to entering the program: prompted 300     Chapter Six: Evaluation of the Little Steps Program 
 
 
recognition of relevant knowledge, t(5)=-4.1, p≤.01; application of concept to self, 
t(5)=-11.9, p≤.00; and independent integration of generalised concepts, t(5)=-5.7, 
p=.02. Additional t-tests between post-program and follow-up scores across the three 
levels of knowledge integration measures on the CKQ-II were not significant. This 
finding may reflect the low power of this sample size for inferential statistics. It may 
also indicate that knowledge gains had been maintained three months after the 
completion of the Little Steps program: prompted recognition of relevant knowledge, 
t(5)=-1.9, p=.12; application of concept to self, t(5)=.58, p=.59; and independent 
integration of generalised concepts, t(5)=1.3, p=.16. Children’s knowledge of 
program specific concepts fell above the 80% adequacy threshold at both post and 
follow-up evaluations, as depicted in Figure 6.37.  
 
Summative Analysis of the Little Steps Parent Program. During the evaluation of the 
earlier PB program, a satisfaction survey was used to assess the relevance of the 
program to participating parents. Parents’ responses on this survey were incongruent 
with other data, including comments made about a lack of parental service provision 
as well as intermittent attendance. These findings suggested that altruistic demand 
characteristics possibly influenced parents’ responses on the survey. To address this 
issue, the Little Steps program was subjected to a component analysis of relevance, 
which asked parents to rate the degree to which they found each topic covered 
relevant in meeting their needs. Their responses for each session were then used to 
help determine the conceptual relevance of each part of the Little Steps program.  
With the exception of Ava and Abbey’s mother who did not complete 
any sessional feedback questionnaires, parents’ reported that none of the information 
in the Little Steps program was irrelevant. However they reported certain aspects of 
the program to be more salient than others. Table 6.3 depicts the average relevance        301 
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of sessions one to eight of the Little Steps parent program. An appraisal of parents’ 
responses to the PFQ-II indicated that Stress Reduction and Relaxation was the most 
relevant component of Part One of the program, Open Communication when 
delivering Sex Education to children was the most relevant component of Part Two, 
and Boundary and Limit Setting was the most relevant component of Part Three of 
the program.  
 
The average relevance ratings fell between 64.4% and 88.4%, with most 
parents reported that the Little Steps content was relevant. Sessions nine and ten were 
not submitted to this appraisal because no new information was covered in these 
sessions. Session nine involved summarising parents’ experience in the program and 
preparing them for the following joint session; and session ten principally focused on 
the ‘closing’ process with presentations of children’s workbooks and a ceremony 
marking the completion of the Little Steps program.   
 
Triangulated Summary of Evaluation Outcomes 
As expected, children presented to the Little Steps program with different areas of 
vulnerability and strength as was the case in the variability observed in families 
participating in the PB program. The areas of vulnerability were seen in aspects of 
children’s ecological environments, sense of resilience and adjustment to sexual 
abuse, as well as in specific areas of knowledge and beliefs about personal safety. 
Case formulations were introduced in the contextual analysis of this evaluation to 
improve the systematic integration of diverse pieces of information collected from 
families through semi-structured clinical interviews, direct observation, 
questionnaire data and telephone conversations spanning six months.    
 
 
Table 6.3   
Parent’s Appraisals of Relevance of the Little Steps Program Components 
Information Component  Relevance (%) Across Parents:  Average 
Relevance  Sacha’ 
Mother 
Sacha’ Father  Paige’s 
Mother 
Lily & 
Nadia’s 
Mother 
Lily & 
Nadia’s 
Father 
Gemma’s 
Foster Mother 
Jacqui’s 
Mother 
PART ONE: Coping Skills Training           
Session  One:  Emotion  Expression  91.8 82.5 60.0 71.8 47.1 60.0 37.5  64.4 
Session Two: Cognitive Coping  70.0  63.1 58.6 80.0 51.4 40.0 36.0  57.0 
Session Three: Stress Reduction  &  Relaxation  93.8 73.8 56.3 88.0 100 52.5 58.7  74.7 
           
PART TWO: Communication Skills 
Training 
         
Session Four: Preparing for Open 
Communication 
96.4 70.9 74.5 60.0 69.1 64.0  65.45 71.5 
Session  Five:  Abuse-specific  Communication  90.0 66.0 96.0 52.0 80.0  missing  missing  76.7 
Session  Six:  Sex  Education  100.0  86.6 80.0 80.0 71.1 75.5  missing  82.2 
           
PART THREE: Boundaries and Personal 
Safety 
         
Session Seven: Personal Safety   70.0  missing  83.8  47.5  missing  missing  missing  67.1 
Session Eight: Boundaries: Setting Limits and   97.9  87.3  88.4  missing  missing  73.7  94.7  88.4 304  Chapter Six: Evaluation of the Little Steps Program 
 
 
Parents again reported that, before their children entered the Little Steps 
program, many experienced nightmares, less sleep than usual and were less 
compliant with parents’ instructions. Many parents also reported that their children 
wet the bed more often. Other parents reported that their children had become more 
affectionate with them, and showed improvements in eating in the month prior to the 
Little Steps program. These reports indicated that both a disruption to children’s 
functioning and indicators of positive adjustment were present in this sample of 
children.  
Recruiting families with children aged four to ten years who had 
experienced sexual abuse and who were asymptomatic in their presentation was 
difficult. Yet, levels of symptomatology, reported through parent-report 
questionnaires, in some instances were thought to misrepresent the nature of 
children’s emotional and behavioural functioning. Some reports seemed to be 
influenced by the imprint of a parent’s distress about their child’s sexual abuse. 
Understanding symptomatology in the context of direct observation of children 
during sessions, as well as from children’s responses on the RQ and conversations 
with them and their parents through the program, was more enlightening than relying 
upon a single measure of a child’s distress. In some instances, validity of parental-
report questionnaires was improved when questions were asked via interview. 
Interviews provided opportunities for clarification and exploration of parental 
observations of their child and the frequency with which these behaviours occurred. 
In addition, in some cases discordant assessment profiles were produced between the 
two symptom checklists used in this evaluation, the TSCYC and SDQ. Two features 
differentiating these measures were thought to contribute to a ‘priming’ effect in 
parents’ responses. Interpreting their child’s behaviours, parents sometimes appeared 
‘primed’ by the nature of the questionnaire used. For example, on parent reporting an 305 
 
 
‘exaggerated startle response’ for a child who jumped at the sound of balloons 
popping; or an indication of concerning sexualised behaviour taken from a child who 
touched their private parts in the bath or bed. That many of these inventories are 
limited to questions relating to pathology only may also serve to compound a 
‘priming’ response that may account for discrepant profiles produced by the TSCYC 
and SDQ.  
Case portfolios helped to delineate the areas of strength and difficulties 
within families. All children reported some level of disruption to their sense of 
resilience. Nine of eleven children, however, reported some difficulties accessing 
external support, which most often implicated their access to people who: (i) give 
instructions and set limits so children know when to stop before there is danger or 
trouble (36%); (ii) model appropriate behaviours and skills (45%); and (iii) support 
the child to learn to do things on their own (64%). Eight children identified some 
difficulties with interpersonal skills which most commonly included difficulties in: 
(i) talking to others about things that frighten and bother them (64%); (ii) finding 
ways to solve problems (45%); (iii) controlling themselves when feeling like doing 
something not right or dangerous (55%); (iv) knowing when it’s a good time to talk 
to him or to take action (55%); and (v) talking to someone when the child can’t solve 
a problem that they face (36%). Four children identified difficulties with their sense 
of internal resources, such as a sense of being nice to others and a willingness to take 
responsibility for their actions. By completion of the program, eight children (73%) 
showed improvement in their sense of resilience across the three subscales in the 
RQ. Three children showed a decline in their sense of resilience. For one of these 
children, this decline was likely to be related to ecological events rather than their 
participation in the program. Gemma’s wellbeing at the end of the Little Steps 
program was thought to be negatively impacted by the family crisis that erupted 306  Chapter Six: Evaluation of the Little Steps Program 
 
 
about custody. Ava’s sense of resilience on the RQ showed a decline and this was 
thought to be related to the hastened delivery of the Little Steps program. Paige 
showed a decline in her sense of access to external support and internal resources, 
but improvement in her ratings about her competence in interpersonal skills. Even 
so, these changes were small and improved at three-month follow-up. A lack of 
normative data about children’s perception of resilience and, the factors 
underpinning resilience, limits the inferences that can be drawn from these findings, 
which will be taken up further in Part Three of this thesis (see Chapter Ten).  
Further information about children’s pre-sexual development and body 
awareness, as measured with the parent-report CKBAQ, again indicated that children 
frequently complained of psychosomatic symptoms and displayed reduced desire to 
attend school. Some parents reported that their children often appeared withdrawn. 
However, parent’s responses on the CKBAQ were often incongruous with their 
responses on the TSCYC Sexual Concerns subscale. The CKBAQ, modelled on the 
Child Sexual Behaviour Inventory (Friedrich, 1997), contains questions that are 
behaviourally targeted, while items on the TSCYC are often conceptually focused, 
first requiring parents to make a judgement about what is normal. “Seeming to know 
more about sex than he/she should” is an example of one item on the Sexual 
Concerns subscale of the TSCYC compared with “engages in sexual activity in 
public, such as sexual exposure, rubbing or touching him/herself” on the CKBAQ. 
Moreover, unlike the TSCYC, when completing the CKBAQ, parents are informed 
that items contained in the questionnaire represent both normal pre-sexual 
development, as well as more extreme behaviours. Setting this context appeared to 
reduce the need for parents to provide a judgment about what is normal, instead 
requiring them to simply report on how often they have observed certain behaviours 
in their child, including both usual and unusual behaviours. Measuring a continuum 307 
 
 
of behaviour was thought to have contributed to less inflation in parents’ reports of 
their children’s pre-sexual development, and was functionally relevant in 
intervention planning, allowing facilitators to directly target behaviours particularly 
relevant to individual children. 
Process outcomes were at the centre of this evaluation. As in the 
evaluation of the PB program, parents presented to the program with varying degrees 
of commitment to the intervention plan and with different reservations about their 
own participation in that plan. As a crude measure of engagement, full attendance by 
families was achieved in all iterations of the Little Steps program. This was thought 
to stem from: (i) fulsome pre-program discussions about what was entailed in the 
program (and such discussions did not dissuade any family from participating); (ii) 
the inclusion of a parent program that directly addressed common parental concerns 
and needs; (iii) a conscientious approach to facilitating an open process in both child 
and parent groups that allowed children, especially, control and choice about their 
participation; and (iv) weekly telephone calls that served to increase contact and 
familiarity, as well as opportunities to work through barriers to their attendance and 
engagement with program materials.   
Parents’ commitment to participate in the Little Steps program was 
inferred from multiple sources. In addition to their attendance rates, group 
facilitators made observations about parental involvement and contributions to the 
group within sessions using the FFQ-II and these observations were often, usually, 
consistent with parents’ self-reports on therapeutic alignment, connection with the 
group facilitator and with other parents, using the PFQ-II and BLRI. Consistency in 
these triangulated findings suggests that while some parents developed an immediate 
sense of connection with group facilitators, others were slower to experience 
connection with other parents and their group facilitator. Moreover, those parents 308  Chapter Six: Evaluation of the Little Steps Program 
 
 
who took longer to both commit to the intervention plan and experience therapeutic 
alignment were those with complex presentations (e.g. Paige’s mother, Lily and 
Nadia’s father and Gemma’s foster mother). For future iterations of the Little Steps 
program, accrual of facilitator’s perspectives on the therapeutic relationship may be 
helpful.  
A parallel version of the BLRI was developed to assess each child’s 
appraisals of their relationship with their parents (i.e. CRI). However, this 
questionnaire was compromised, as children had problems understanding the 
questions. They also displayed substantial difficulty responding to negated items 
and, consequently, no reliable or interpretable data could be obtained. This difficulty 
was not limited to participants in the current study. Further refinement of this 
measure coupled with triangulation of the reciprocal relationship perspectives from 
parent-group facilitators, parents and child-group facilitators would further enhance a 
process evaluation of the Little Steps program.  
A contextualised approach to skills training appeared to benefit children 
in the Little Steps program.  Child participants were homogeneous only in the sense 
that they were all referred for issues related to sexual abuse. There was diversity in 
the details of these experiences, their presentation and ecological contexts. In 
contrast to the earlier PB  evaluation, a summative evaluation of the Little Steps 
program, revealed that all children showed statistically significant improvements in 
the accuracy of their general beliefs about touch interactions with adults and in their 
knowledge of program specific concepts and skills assessed across three levels of 
knowledge integration. These outcomes were attributed to: (i) the extended duration 
of the Little Steps program; (ii) providing multiple opportunities for children to 
behaviourally rehearse skills; (iii) targeting coping and personal safety skills 
sequentially in the explicit context of sexual abuse and interpersonal violence (of 309 
 
 
not-okay touch); (iv) implementing a behavioural management system that clarified 
activities and children’s expectations for their participation; and (v) incorporating  
child friendly routines to assist children’s engagement in the program. Moreover, 
these delivery strategies were thought to have impacted on children’s preparedness 
to participate in all sessional activities and evaluation procedures.  
Triangulating this formative evaluation with a nomothetic appreciation of 
summative outcomes highlights the importance of including a content evaluation 
with an appraisal of the culture of intervention. Much like the earlier evaluation of 
the  PB  program, children presented to the Little Steps program with limited 
knowledge about program specific skills and with inaccurate beliefs about touch 
interactions with adults. In this way, children participating in each group were 
comparable. Significant improvements after completing the Little Steps program was 
found in children’s knowledge of concepts targeted by the program and in their 
general beliefs about touch. In contrast, no clear improvement in either domain, 
program specific or general knowledge, was found for children who participated in 
the  PB  program and in some instances there were decrements in children’s 
knowledge.  
 
CONCLUSIONS 
This evaluation of the Little Steps program supports the use of a 
contextual approach to early intervention with sexually abused children. Previous 
research has identified the inherent risks of sexual abuse to children’s cognitive and 
emotional development and justified exploration of an early intervention approach 
targeted toward psychological and emotional adjustment, as well as personal safety 
training to prevent revicitimisation (Browne & Winkelman, 2007; Finkelhor & 
Berliner,1995; Putnam, 2003; Tyler, 2002). The Little Steps approach to this 310  Chapter Six: Evaluation of the Little Steps Program 
 
 
intervention practice, involved parents directly in the intervention agenda and 
incorporated broader coping skills training before presenting personal safety skills. 
Moreover, these findings are consistent with others who have suggested cognitive 
behavioural therapy as beneficial for children experiencing PTSD, depression and 
anxiety after sexual abuse (e.g. Cohen & Mannarino, 1996a; 1998; Cohen et al., 
2004).  
Despite targeting homogeneity in abuse type, families presented to the 
Little Steps program with a diverse range of strengths and vulnerabilities that were 
related both to the child’s particular experience of sexual abuse and to longer term 
systemic patterns within families. A child’s immersion in legal processes, and its 
impact on their family, was seen to influence their current wellbeing (i.e. Paige, Ava 
and Abbey). Chronic maternal mental health issues impacting on parenting style 
were also seen to impact on children’s current wellbeing (i.e. Gemma, Jacqui and her 
sisters).  In other instances, systemic or family functioning was seen to enhance a 
child’s ability to cope with sexual abuse (i.e. Sacha). Indeed, the children 
participating in both the PB and Little Steps programs did not fit a neat diagnostic 
category, or strict abuse category and their symptomatology, where it existed, was 
diverse. The limited evidence base guiding this approach to targeted intervention 
(see Nurcombe, et al., 2000) is testimony to the challenges of working with 
heterogeneous groups of children.  
Issues of small samples size, heterogeneity of age and nature of sexual 
abuse experiences, as well as diversity in symptom presentation among children and 
their parents, were identified as necessary limitations to the current study design, 
given the community sampling of this study. Using the PB program evaluation as a 
quasi control or comparison group helped to bolster confidence in both the 
methodological design employed and the findings to emerge about children’s 311 
 
 
progress through the Little Steps and PB programs. Moreover, the distinct lack of 
child-centred measurement options, which led to the use of a range of purpose built 
instruments, as in much of the research base, also limits confidence in the veracity of 
children’s own self-report questionnaires. Additionally, given the acute distress of 
parents, issues of divergence between parent-report of children’s symptomotology 
and clinical assessment were observed even when using well validated instruments. 
Nonetheless, accepting a priori the constraints to generalisability of findings in an 
empirical sense and, consequently, making a considered choice to pursue idiothetic 
research design, this research series also enbodies areas of applied research strength.  
Careful to ward against unhelpful assumptions, and to ensure rigour and 
transparency in data collection and presentation, the researcher-practitioner 
methodology used in these studies allowed systematic appraisal of summative, 
formative and contextual outcomes for participating families. The inextricable link 
between content of an intervention, how it is delivered and in what context was 
highlighted in the preceding evaluation studies. For example, differences in 
attendance and summative outcomes between the PB and Little Steps program (i.e. 
children’s knowledge of program specific concepts, general beliefs about touch, and 
parents’ ratings of program relevance) were thought to be largely related to 
differences in the way families were engaged in the intervention agenda and 
therapeutic process. 
By observing behaviour and accessing the meaning parents’ made from 
their observations of their children, their combined influence on outcome was 
understood. For example, parents in this research often reported that their child 
engaged in pre-sexual developmental behaviours. These reports were based upon 
parental observations, such as a child playing with their genitalia in the bath, which 
parents described as ‘sexually inappropriate’. Such parental attributions may reflect 312  Chapter Six: Evaluation of the Little Steps Program 
 
 
the impact a child’s sexual abuse has had on the parent. Another interpretation, 
frequently overlooked by parents, is that such behaviours reflect developmentally 
typical curiosity about the ‘body’. Hence, capturing etic and emic descriptions of 
behaviour permitted a focus on the interdependence and dynamics among variables. 
The conversations and interpersonal exchanges between me and my 
clients in a therapeutic context were purposefully facilitated in this research to 
extract meaning, which differed markedly from the conversations in a routine 
research interview. To illustrate, a typical research interview might enquire about the 
presence or absence of symptoms for the purpose of diagnostic categorisation into 
experimental groups. While a clinical interview asks about symptomatology, the 
impact of these symptoms is then explored, along with the developmental course of 
these symptoms and how they are impacted by past and present events. The 
researcher-practitioner methodology made this possible in these two evaluations.  
The heterogeneity among children in this research increased the 
imperative to develop a contextual analysis of children’s wellbeing as they entered, 
progressed through, and completed programs. A contextual analysis of a 
heterogeneous sample stands in contrast to the usual reduction of assessment to a 
few variables considered common to all group members and thought to be amenable 
to change, rather than those that might suggest a nuanced change process and 
responsive intervention. In sum, three primary issues emerged from the initial 
evaluation of the PB program that were carefully considered in the subsequent 
development and evaluation of the Little Steps program, including: (i) a child’s 
experience of being assessed; (ii) what information is relevant to capture and (iii) 
how to capture this information effectively. Therapeutic awareness of, and empathy 
with, these children and their families needs to infuse and inform not just 
intervention design but, crucially, the associated research design, in order to reduce 313 
 
 
the disjunction between research and practice. Through this process, a decision to 
pursue a longitudinal commitment to program development was made. This required 
an iterative approach to evaluation and demanded a considered and contextualized 
response to the complexity of issues facing families, and the challenges practitioners 
were presented with, as a new Little Steps intervention evolved. The Child-Centric 
Intervention Research Framework, discussed in greater detail in the next chapter, 
emerged through the ongoing reflection on this research process.  
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Experiences, observations and findings generated from these studies, 
indicated the need for a practice driven approach to intervention research. The task 
involved formulating a research framework that could drive both program 
development and evaluation, that was sensitive and flexible enough to capture (i.e. 
data collection) and respond (i.e. intervention practice) to the presentations of these 
young children. A Child-Centric Intervention Research Framework is what unfolded. 
It was formulated to be developmentally and contextually responsive to participant 
needs, and provided capacity within the research frame to invite, digest, and even 
reconcile, the inevitable complexities and tensions in data that defines systemic, 
developmental research. It was firmly embedded in what we know about children 
and families as well as open to the complexities of what we don’t know but are 
seeking to know.  
 
CHILD-CENTRIC RESEARCH: AN EMERGING IDEA 
As discussed in greater detail in Chapter Three, polarised decision 
making promoting either purist positivist or constructivist methodology, prevents the 
discovery of divergent experiences and individual differences in participants, and the 
practitioners with whom they work. Fortunately, psychology, and more specifically 
clinical and counselling psychology, appears to be in the midst of a subtle paradigm 
shift from a primary dependence on quantitative methods, which uphold positivist 
research designs, to a greater openness to mixing methods (Green & Caracelli, 1997; 
Ogles et al., 2001; Peterson, 2004; Ponterotto, 2005; Teddlie & Tashakkori, 2003). 
An intermediate method for exploring intervention outcomes through direct clinical 
practice, in contrast, offers the potential for an evidence base to be created by 
practitioners offering interventions to children and families that incorporates the 
diverse conditions encountered in practice. Such an inductive approach carries forth 317 
 
 
limitations in research design, especially if targeting heterogeneous community 
populations. However, it also provides practitioners with contextually rich, coherent, 
systematic and rigorous descriptions of clients and interventions (e.g. Chatterji, 
2005, 2007; Duncan & Miller, 2000; Chatterji, 2005, 2007; Hawley & Weisz, 2002; 
Herson, 2002; Kazdin, 1997; 1999; 2005a; Pearsons, 2006; Peterson, 1991; 2004; 
Phillips, 1993; Stricker, 2002, 2006).  
The studies reported earlier in this thesis demonstrate that idiographic 
analysis, especially, can illuminate significant elements of a child’s development 
and/or recovery and, if captured systematically, can augment a limited evidence base 
idiothetically. The idiothetic approach undertaken in these studies are consistent with 
Peterson’s (2004) argument that an inductive and intermediate approach to 
intervention research might advance our understanding of how interventions produce 
their effects by “integrating idiographic and nomothetic approaches…[and] provide a 
descriptive foundation for a science that suits the nature we are trying to 
comprehend, instead of creating the science beforehand and hoping it can somehow 
be moved across to the people we are trying to help” (pp. 205-206).  
In this research series the wide range of methodological options available 
were considered synergistically, as having complementary roles in the research 
cycle. This synergy has been suggested by others as being especially relevant when 
research stems from, or responds to, the needs of clinical practice (Aveline, 2006). 
While scientific methods may answer important questions for certain areas of 
psychology (e.g. psychophysiology), there is growing recognition that experimental 
methods are constrained in their ability to fully answer applied questions in clinical 
areas of humanistic enquiry, and provide limited direction to the principal consumer 
of this research, the practitioner (Jones, 2000; Peterson, 2004). The macro structure 
of the evaluation framework developed in this series of studies accommodated these 318  Chapter Seven: Child-Centric Intervention Research Framework 
 
 
dual tasks of research and practice, presented earlier in Chapter Three. The 
taxonomy of this structure can be seen again in Figure 7.1 to refresh the reader. 
However, while this structure helped guide this research in a way that facilitated 
engagement with the complexities of childhood and of sexual abuse, it does not 
adequately capture the essence of this child-centred research process. The infusion of 
child-centred process stemmed from the application of practice principles. To further 
define and elucidate this model, these features of the Child-Centric Intervention 
Research Framework will now be discussed, developed and presented in the form of 
a micro structure to guide evaluation.  
 
PERSON-CENTRIC PRINCIPLES OF APPLIED RESEARCH PRACTICE 
Finding a research framework that could drive an enquiry of the 
similarities in experiences of clients in combination with the diversity and context in 
those experiences, was one challenge for this research series. Reid’s (2008) person-
centric framework for applied research addresses the need for a practice-based 
approach for applied psychology research. It holds promise for addressing the 
conceptual, paradigmatic and ethical constraints of available methodologies, as well 
as  being able to  incorporate the unique values guiding therapeutic practice with 
vulnerable participants. Consistent with Peterson’s view (2004), Reid’s (2008) 
framework focuses on a therapeutically driven approach to applied research rather 
than on methodological rules. It is comprised of six key principles and, while 
extended discussion of these principles is offered elsewhere (see Reid, 2008), they 
are diagrammatically represented in Figure 7.2 and summarised briefly next.  
The person-centric framework for applied research is centred on the 
notion that psychological research about practice needs to be integral to, and 
reflective of, the purpose, practice and philosophy of therapeutic work (Reid, 2008).  319 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7.1 Taxonomy of the Macro-level Child Centric Intervention Research 
Framework 
 
This philosophy reflects the practitioner’s view, that treatments are a process of 
individual unfolding. The first principle in this approach is appreciating that 
research, like therapy, involves an unfolding emergent process. In this way, the 
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approach requires research practice to be governed by knowledge of scientific 
principles that are embedded in ways of thinking and acting that minimise risk of 
harm and/or useless procedures, in every instance of participant contact.  
 
Figure 7.2 The Person-Centric Research Framework for Applied Research (Reid, 
2006) 
 
The axiomatic elements of therapeutic practice - a commitment to ethics 
and accountability, the second principle in the person-centric approach - speak to 
why a practitioner should be involved in research and program development (Reid, 
2005). After all, practitioners and researchers have the common commitment to 
ensuring that their practice and procedures ‘do no harm’ – which, in applied 
research, can be assured when research practice is guided by information gathered in 
contextually rich environments and in relevant and robust ways (Reid, 2008). 
Careful testing of assumptions, looking for alternative explanations and taking the 
time to accrue information about the whole puzzle is both necessary in clinical 
research and practice, and is enhanced by the involvement of practitioners in the 
research process.  
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The person-centric framework adheres to Peterson’s (2004) suggestion 
that research needs to address the uniqueness of each individual and identify the 
complexities of human experience, lending itself to a nomothetic enterprise of 
examining ‘natural clusters’ and ‘lawful trends’. To this end, the third principle in 
the person-centric framework is the commitment to capture the complexity of change 
processes experienced by practitioners and their clients. 
Idiothetic levels of analysis, first introduced by Lamiell (1981), is the 
fourth principle in the person-centric framework.  Idiothetic analysis is aimed at 
capturing, in data, the inherent individuality of client behaviour (idiographic) and 
examining patterns or communalities in their experiences (nomothetic). Change is 
seen in symptom reduction, behavioural change, changes in core beliefs or 
perceptions of key distressing circumstances, emotion regulation, knowledge and 
sometimes, in more subtle ways present in the nuances of the therapeutic 
relationship. Hence, both distal and proximal outcomes are given priority in 
evaluation of outcomes (Reid, 2006). 
The person-centric research framework suggests, as its fifth principle, 
that the research design must also be inherently relational. Reid (2008) explicitly 
warns against early foreclosure on conclusions, or conclusions based on one person’s 
perspective, or sparse evidence. It encourages openness to divergent evidence in a 
single study. Collaboration is highlighted by encouraging the contribution of clients, 
practitioners and, in some instances, the wider community as key stakeholders and 
‘co-researchers’. Convergence, divergence and tensions that emerge from these 
multiple perspectives, implicating decisions and the drawing of conclusions, are 
captured through the process of contemporaneously conducting both research and 
practice. The final principle underpinning this research framework is a commitment 
to reflective practice. Also called ‘local science’ and ‘disciplined inquiry’ (Peterson, 322  Chapter Seven: Child-Centric Intervention Research Framework 
 
 
1991; Schon, 1983; Trierweiler & Stricker, 1998), reflective practice is used as a 
safeguard against self-delusion, which is problematic in constructivist approaches to 
research. To achieve systematic reflective practice, both a ‘top down’ and ‘bottom 
up’ approach to data collection and analysis is undertaken, such that the researcher 
moves back and forth between empirical data (what participants and observations tell 
us) and existing theory and relevant knowledge (Nilson, 2005). In this research 
series, a specialist type of participant observation methodology was used to 
purposefully exploit the dual and ‘expert’ perspectives of researcher and practitioner 
(in the same individual).  
By galvanizing the key values and principles that underpin therapeutic 
practice and drawing these into the research process, the person-centric research 
framework has implications for ‘what’ and ‘how’ data are collected. These 
challenges are discussed next, followed by the formulation of the Child-Centric 
Intervention Research Framework and a discussion about its application in this 
intervention research as used to guide intervention development, procedures, and 
measures and the findings they produced, which were constantly monitored and 
unpacked for meaning.   
 
CHILD-CENTRIC INTERVENTION RESEARCH FRAMEWORK:  
THE UNFOLDING STORY 
While neatly packaged in this final chapter of Part Two, as a summary of 
my research and practice reflections, the process of these emerging ideas and 
subsequent development of the Child-Centric Intervention Research Framework 
emulated Mellor’s (2001) claim that research is a ‘messy unfolding process’. In 
accordance with this choice to draw the nuances of practice into the research frame, 
it seemed important that the person-centric framework guiding this research practice 323 
 
 
be further contextualized in the world of childhood. This meant that any activity 
undertaken had to be firmly embedded within this context and needed to be: (i) child 
centred; (ii) set within a relational context, where issues of trust and power could be 
systematically resolved, especially in the context of disrupted relationships that can 
manifest through experiences of sexual abuse; and (iii) iteratively and clinically 
monitored, seeing change as a dynamic and systemic unfolding process rather than 
an end point measured by a post hoc analysis of outcomes and limitations. It was 
these ‘child-centred’ criteria that underpinned the decisions about methods in the 
first evaluation of the PB program, rather than an initial methodological or even an 
epistemological agenda (e.g. ‘child-centred therapy’, Rogers, 1939).  
First, the evaluation process needed to be responsive to the complex 
needs of participating families, and able to provide a valid appraisal of its multiple 
outcomes. Second, the evaluation framework needed to be seamlessly embedded into 
clinical practice, commanding accountability through iterative and clinical 
monitoring of each child’s progress. Fueled by the burden of responsibility that 
befalls practitioners and researchers when considering the immense consequences 
that may accompany a child sharing information about abuse, careful consideration 
of ways to engage children safely in discussions/data gathering about their 
experiences was required. Third, clarity around the particular characteristics of the 
participating population needed to be explicated in the research design so that 
practitioners, children and parents could actively contribute to the research, allowing 
access to the intricacies of their life experiences and the nuances of their 
interpersonal exchanges. 
To this end, the first undertaking was to understand the nature and needs 
of participating clients and the practitioners with whom they worked. Not only did 
this influence external validity of the findings, but ultimately influenced decisions 324  Chapter Seven: Child-Centric Intervention Research Framework 
 
 
about the development of an approach to intervention and how this research might be 
best placed to capture a family’s movement toward (or away from) intervention 
goals. How these practice driven principles were applied with children in this 
research series is discussed next. In appreciating the additional complexity involved 
in working with children, Figure 7.3 represents how the person-centric research 
framework were interpreted in the context of this paediatric research. These points of 
distinction between adult and child-centred research principally reflect the systemic 
entanglement of the child.  
 
 
 
 
  
Figure 7.3 Child-Centric Practice Principles 
 
The Relational Context of Clinical Research 
The predominant methodology in these evaluation studies was the use of a 
researcher-practitioner, which provided a unique opportunity to: (i) systematically 
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develop an initial evaluation framework that could identify what questions could be 
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useful to ask and how these questions might be asked authentically and safely; and 
(iii) integrate these important pieces of information into planning a new intervention 
approach and subsequent evaluation framework. This decision is supported by Conte 
and Savage (2003) who suggested that there is a great need for developing means of 
measurement to capture a more complex understanding of outcomes for children 
after violence and abuse. Complexity in these experiences impact on multiple 
components of a child’s development: cognitive, emotional and physiological 
functions and in the child’s identity formation. The use of myself as researcher-
practitioner in this research process went some way toward addressing complexity in 
data collection and measurement because this methodology allowed access to both 
etic (i.e. objective, culturally neutral observations of behaviour) and emic (i.e. the 
culturally specific meaning made by participants about their behaviours) variables.  
 
The Ecological Context of Childhood and Development 
Early in this research series, it became clear that validity and 
accountability in any research activity with children depends upon being grounded 
firmly in the context of childhood. The first and most salient observation made 
across each stage of this research process in working with young children who had 
experienced sexual abuse, was the pervasive impact of their life context on their 
engagement in both the intervention and the process of monitoring their progress 
toward intervention goals. A second salient feature of this participant group was the 
ordinariness of their experiences in the context of extra-ordinary events. This 
observation has been noted in other research with vulnerable children and may 
disguise the impact of their experience on functioning (Buckley et al., 2007). It is 
also was a timely reminder of the centrality of the childhood context in this sort of 
intervention work. Indeed, these children brightly illuminated both the importance 326  Chapter Seven: Child-Centric Intervention Research Framework 
 
 
and the difficulty of achieving external validity in intervention research. They also 
highlighted the potential harm that may be done by taking a simplistic and de-
contextualized approach to an evaluation process and by premature foreclosure on 
general rules for intervention (often based principally on parent-and practitioner-
reported symptom change) at the expense of a fulsome appreciation of a process for 
understanding individual client need. 
In a conceptual sense, a child’s developmental requirement for both 
individuation (from adults) and the need for boundaries (limit setting and 
behavioural modeling) are manifested in their play (Cattanach, 2008; Kelly 1995). 
Play, through both structured and non-structured activities, is an important mode of 
communication through which children can ‘speak’ about their experiences 
(Landreth, 2002b). Hence, after the evaluation of the PB program, and drawing from 
the understanding developed during that evaluation, a decision was made to centre 
both the intervention approach and evaluation methodology for the subsequent 
program (Little Steps) within the context of play. To this end, evaluation activities in 
the Little Steps research were facilitated through: (i) storytelling and opportunity for 
individual conversations about drawing meaning from experiences of sexual abuse 
and the therapeutic concepts in a one-on-one context with a practitioner; (ii) group 
discussions with children about important program concepts; and (iii) concurrent 
individual and group discussions with parents to address the relational aim of both 
the intervention and evaluation.  
Play included painting, puppets/doll shows, worksheets, charades, 
photographs, videos and books. These activities provided multiple opportunities for 
both meaningful therapeutic exchange and a rich source of data. That children could 
contribute their own self-reflections and demonstrate knowledge of their experience 
(of sexual abuse and of core program concepts) in these exchanges meant that, by 327 
 
 
using child-centred techniques, structured inventories could be developed and used 
to systematically capture relevant responses to carefully constructed evaluation 
questions to measure program outcomes. The decision to capture this range of 
information meant the research frame needed to be inherently multi-modal, 
consisting of data that could be both quantified and produce qualifiers of the 
observations made. Hence, in adhering to the person-centric dictum of capturing 
complexity, many sources of evidence were captured over time to offer the potential 
of contextually valid and accountable support for new intervention approaches. 
Several methodological options share this focus on finding the “devil in the detail”. 
A range of mixed method research designs facilitated this research process and 
reflected the dynamic interchange between modes of data collection. Moreover, this 
mixed method research, especially with the repeated measures single case design, 
relied upon the principle of considered triangulation of data to provide the best 
opportunity for kaleidoscopic analysis. 
These evaluations also illustrated that developmental and maturational 
factors impact substantially on the child’s experience of a program and on their 
engagement in an evaluative process. Yet, developmental issues have been neglected 
in the evaluative processes used with children. Few paediatric outcome studies have 
examined process differences in working with clients of different developmental 
levels. Moreover, development is routinely indexed in research by chronological age 
rather than by social, emotional and psychological maturation. While adult 
participants can be explicitly engaged in an evaluative process, limitations in insight 
and reflective capacity constrain the use of ‘adult-centred’ evaluation frameworks 
with children. The methodological literature is bereft of direction for a 
developmentally responsive approach to research, or indeed examples where one has 328  Chapter Seven: Child-Centric Intervention Research Framework 
 
 
been used. These issues affect not only outcomes but the questions that may be asked 
(Buckley et al., 2007; Conte & Savage, 2003; Eyberg et al., 1998). 
At the simplest level, engaging a young child in conversations about their 
experiences which may be clouded by guilt, shame, confusion and fear, highlights 
the imperative to create a trusting environment and a respectful, developmentally 
responsive and supportive approach to data collection. Each child’s engagement in 
both the intervention and evaluation process throughout the current research series 
was inextricably tied to important, although not always obvious, ecological 
variables. The process of engaging children and families in these interventions and 
evaluation procedures included pragmatic considerations, such as social and 
economic factors affecting attendance. It also, as identified by Bannister and Booth 
(2005), extended to include awareness of the multiple and panoptical issues of adult 
surveillance in a child’s ecological environment. Each of these factors contributed to 
the diverse competencies and willingness of children to express their views to an 
adult at the point of data gathering, as was particularly evident when working with 
families in which sexual abuse is an issue. Yet, full extraction of the richness of the 
child’s experience potentially locates them as central and active generators of data 
(Banister & Booth, 2005; Hill, 1997; Pole, Mizen & Bolton, 1999) and, more 
broadly, as contributors to an evidence base that can have a substantive impact on 
them and others who have shared similar experiences.  
Consistently, other authors from related disciplines have described the 
need to consider the following in research with children: negotiating informed 
participation and access; power differentials; consent; and confidentiality (Alderson, 
2001; France, Bendelow & Williams, 2000; Lewis & Lindsay, 2000; McCormack, 
2003; Morrow & Richards, 1996; Punch, 2002; Schwartz & Olswang, 1996). 
Heeding advice from the modest evidence base that has sought to illuminate the 329 
 
 
many challenges and opportunities of conducting research generally with children, 
the child-centric research design that emerged from the current intervention research 
series needed to be responsive to important distinctions between adult and child-
centred research. This meant the framework needed to accommodate the following: 
(i) negotiate participation flexibly, sensitive to the myriad of challenges that may 
confront a child’s and parent’s (or caregiver’s) ongoing decision to participate; (ii) 
address power differentials, being careful to conduct research in the child’s space 
and on their terms; (iii) informed consent processes that clarified intentions and 
boundaries of the research process (what could and could not be offered); (iv) 
addressing confidentiality and the role of parent/caregiver gatekeepers; and (v) 
priority to engage multiple client perspectives through relational support of both 
parent and child (see Alderson, 2001; Banister & Booth, 2005; Burke, 2005; France 
et al., 2000; Lewis & Linsday, 2000; McCormack, 2003; Morrow & Richards, 1996; 
Punch, 2002). While these features of paediatric research may not be unique to the 
studies reported in this thesis, example reports of drawing the context of childhood 
into the research frame, and successful methodological implementation of this, are 
scarce in the extant outcome research.  
Applied research designs must either accommodate the complex issues 
outlined above, or continue to depend on caregiver report, with full appreciation that, 
especially in clinical scenarios, such reports are fraught with the imprint of these 
primary relationships. Furthermore, parent-report symptom checklists tend to neither 
reveal much direction for paediatric therapy nor adequately allow for monitoring of 
progress. For example, the common finding that a symptom checklist identifies boys 
as more likely to engage in externalising behaviours and girls as displaying more 
internalising features, does not provide rich direction for addressing the particular 
impact of abuse and violence on the child identity and relationship formation or their 330  Chapter Seven: Child-Centric Intervention Research Framework 
 
 
emotional and cognitive correlates (Conte & Savage, 2003).  The markers of change 
and/or wellbeing identified in this research were perceived quite differently by 
parent, child and practitioner. While practitioners can be over-focused on symptom 
change, parents may be focussed on behavioural change that impacts on their 
parenting capacity. But, children through play or storytelling can often illuminate 
conceptual changes in their understanding of their world. While these changes are 
more subtle, they are equally powerful mediators of the child’s future experience.  
To illustrate one such marker of change, an 8 year-old girl who 
participated in the Little Steps program evaluation initially presented as unable to 
recall the names of her teacher or classmates. She was not experiencing social 
isolation at school and was described by her mother as ‘popular’ among her peers. 
Psychometric assessment using the Trauma Symptom Checklist for Young Children, 
completed by the girl’s mother, indicated the presence of trauma symptoms. Yet, 
difficulty differentiating a level of objectivity in this mother’s observations of her 
child’s behaviours from the meaning, she drew from those behaviours (e.g. she 
generated jumping when a balloon popped as reflecting a tendency to be ‘easily 
startled’) lead to a reluctance (by both the researcher-practitioner and individual 
therapist at the referring mental health service) to diagnose this child with PTSD. 
This child did have memory difficulties, however, which may have been associated 
with her emotional difficulties following sexual abuse. Interestingly, her difficulty 
recalling the names of her teacher and classmates was not targeted by the Little Steps 
program, nor by her individual therapist, her mother or the school. Yet, mid way 
through the program and during the second iteration (of three) of exploring a 
network of safe and available adults, this girl spontaneously recited the names of her 
teacher and students in her class. Such markers of conceptual change are particularly 
important with subclinical populations, where clinical symptomatology is minimal or 331 
 
 
absent. This is not to say that the child’s view is the only important one. Variations 
in a child’s and family’s experience of their world, relationships, perceptions of 
safety and threat (including intergenerational transmission of experience) may 
potentially accelerate or impede intervention gains and mean that interventions have 
both a positive and negative impact on the child’s life. Understanding each 
viewpoint is critical.  
The philosophical values of therapeutic practice were integrated in this 
Child-Centric Intervention Research Framework for evaluation so that the research 
process became responsive to cognitive, emotional and social development framing a 
child’s participation. It is these values that distinguished the research process with 
children described in this thesis from others that use a simple downward extension of 
adult-centered research. This was achieved in two principle ways: by acknowledging 
that paediatric populations are more heterogeneous than adults, because differences 
in maturation have not yet plateaued or stabilized; and developmental disruption is a 
potential consequence of sexual abuse. There were several aspects of each child’s 
development that required explicit attention in this research. Limitations in a child’s 
developmental competence to draw meaning from their sexualised experience and 
from their participation in therapy were further compounded by associated 
constraints in communication about these experiences (e.g. not having a language). 
This meant that a micro-level analysis was required to accurately monitor each 
child’s progress. The multiple types of analysis underpinning the Child-Centric 
Intervention Research Framework to emerge from this intervention research series is 
presented in Figure 7.4.  
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CHILD-CENTRIC INTERVENTION RESEARCH:  
THE DEVIL IS IN THE DETAIL 
Child-centred values commanded careful attention to the child’s experience of being 
assessed and what information would be relevant to capture, impacting: (i) the nature 
of evaluation questions (i.e. what could be asked); (ii) the process of asking 
evaluation questions (i.e. how questions would be asked); (iii) the level of 
opportunity created for children to respond to questions; and (iv) technically, how 
behaviour, knowledge, learning, verbal communication, observations and 
engagement in play, relationships with other and a child’s core beliefs (cognition) 
could be systematically brought into the research frame. Capitalizing on Hogue’s 
(2002) model for ‘adherence process research’, a micro level model of this research 
design is depicted in Figure 7.4. This micro level of the emerging evaluation 
framework can broadly be divided into (i) a contextual appreciation of the impact of 
each program on the lives of participating families (contextual analysis); (ii) the 
extent of demonstrable concrete learning of targeted knowledge objectives and 
protective skills (via summative evaluation); and (iii) how well program delivery 
engaged and met a family’s emotional and relational needs (via formative 
evaluation).  
Relational disruptions arising from a child’s experiences of sexual abuse 
or, some other circumstance underpinning clinical referral, also highlighted the 
importance of safety (physical, emotional and cognitive) in the therapeutic 
relationship in order to ‘free’ the child to engage in sharing information and making 
meaning from their experiences, as well as recognizing change in themselves and 
others. So, the social nature of children and the potential importance of peers in 
intervention facilitating conversations, play and learning were also acknowledged. 
This developmental perspective highlighted the value in adopting an awareness of 334  Chapter Seven: Child-Centric Intervention Research Framework     
 
 
typical development, as a counterpoint to understanding abuse-related disruptions, in 
planning assessments and approaches to intervention – a task undertaken in Part 
Three of this thesis.   
Moreover, consideration of the particular resources available to the 
children in this research, whose symptomatology was marginal or absent, in 
combination with the prophylactic nature of the intervention agenda, meant that 
outcome measures could not be logically tied to profiles of symptomatology. Instead, 
broader concepts of wellbeing were explored. This provided an impetus to develop a 
contextual appreciation of each child as they entered, progressed through and 
completed a program. A child’s wellbeing and extent of their ability to cope with the 
distress generated from experiences of sexual abuse were seen to affect, and be 
affected by, the nature of their primary relationships, particularly across dimensions 
of power, trust and safety. These, in turn, were mediated by expressed feelings of 
shame, guilt and confusion. Vulnerability and wellbeing, then, had to be understood 
in more intricate ways, such as: (i) resources available in a child’s primary 
relationships with parents/caregivers; (ii) a child’s perception about their own sense 
of resilience and how this might compare with their parent’s report on their socio-
emotional strengths and difficulties; (iii) robustness or disruption to global 
development, (e.g. achievement of developmental milestones, academic 
performance, sibling and peer relationships); (iv) targeted observations about their 
pre-sexual development, implicating their body awareness; and (v) the presence or 
absence of trauma related symptoms. The idiothetic nature of this contextual analysis 
allowed an understanding of each child’s vulnerability relative to what else was 
known about that child, and about other children, rather than as a cluster of 
symptoms.  335 
 
 
Furthermore, in keeping with a decision to develop a ‘real world’ 
application of intervention research, a decision was made to incorporate the natural 
heterogeneity found among families wishing to participate in intervention programs 
of this nature. While broad homogeneity in abuse type was later recommended for 
this early intervention (i.e. sexual abuse versus domestic violence), differences 
among children’s experience of the type of sexual abuse (fondling versus 
penetration), chronicity, and the relational link between child and perpetrator of 
sexual abuse (intra-familial versus extra-familial), were seen as helpful to the 
intervention process. This heterogeneity meant that each case was ‘unique’ and the 
research benefited from exploring ‘deviating’ cases or the mix of participants found 
naturally in clinical practice with this group. Similarly, ‘nuisance’ variables were not 
controlled but explored, for their impact on outcomes. Consistent with Ragin’s 
(1989) view, causal heterogeneity and attention to deviating cases illuminated 
individual difference between children in this research series, and uncovered 
patterned diversity (Ragin, 1989). Hence, how different variables combined to 
produce the same outcome, as well as those that uncovered deviations from common 
outcomes, were iteratively explored in this thesis. 
The very nature of drawing practice into the research frame in this 
manner allowed conversations that engaged families into a therapeutic relationship 
and into evaluation procedures. These conversations contributed to improved 
attendance at sessions and evaluation appointments (a pragmatic consideration based 
upon the PB evaluation), and allowed an understanding of the impact of those 
conversations on wider and more substantive outcomes. The iterative and formative 
focus in the framework for these program evaluations, and in program design, 
fostered an awareness of the impact that process variables can have on a program’s 
outcomes. These include: managing children’s distress and behaviour in session; the 336  Chapter Seven: Child-Centric Intervention Research Framework     
 
 
extent, nature and impact of parental participation in the therapeutic process; 
delivery methods applied to program content; closed versus open group policies; and 
inclusion criteria. As well, regularity of clinical supervision for practitioners could 
be tied to an outcome analysis of children’s learning and contributed to an evaluation 
of the program’s effectiveness generally. That these strategies could be tested and 
refined by way of the iterative design in the framework adopted facilitated an 
appreciation, for practitioners undertaking this work, of the processes confronting 
families in their decision to participate in psychotherapeutic intervention. Iterative 
refinement also contributed to the generation of generalized conclusions that could 
contribute to the evidentiary base about the impact of process variables on outcomes. 
Moreover, the confluences shared among these methodologies, with those 
employed at a micro-level research design, meant that the emergence of a Child-
Centric Intervention Research Framework could systematically satisfy, as suggested 
to be necessary by others, the need to be: (i) flexible and time generous, via an 
iterative design; (ii) less intrusive, as afforded by the relational context that used a 
researcher-practitioner as a principal instrument for data gathering; (iii) relational, 
allowing access to naturally occurring socio-cultural activities, observing emotional 
and tangible comforts for children and their parents; and (iv) dynamic, by way of 
drawing multiple sources of data such as child’s play, verbal communication, 
responses to self-report instruments, knowledge assessments, social interactions with 
peers and their familial interactions (e.g. Carnevale, et al.,, 2008; Green & Caracelli, 
1997; Hogan, 2005). In so doing, the many challenges confronting outcome research 
with vulnerable children and their families were addressed in the current research. 
This framework developed as a research process engendered by 
adherence to the practice values of clinicians undertaking this complex work through 
the  collateral confluences among existing methodological approaches. 337 
 
 
Systematically drawing in the multiple and contextual matrices framing the nature of 
childhood, as related to the change process, is what differentiates this Child-Centric 
Intervention Research Framework from others used in applied research with 
children. Instead, this research series was firmly grounded in the lives of children 
and their families, who, influenced by their development and primary relationships, 
were attempting to navigate their adjustment to sexual abuse. Embracing, 
simultaneously, macro and micro evaluation structures for the collection and analysis 
of data, the researcher ‘zoomed in’ the enquiry lens to microscopic levels and/or 
‘zoomed out’ with indefinite scope (Onwuegbuzie & Leech, 2004; 2005).  
At both macro and micro-levels of analysis, this Child-Centric 
Intervention Research Framework for intervention research reflects the emergent and 
iterative process of developing a psychosocial intervention and evaluating its many 
outcomes. The potential growth for various methodological annexes extending from 
this model, uniquely answering singular and multiple summative and formative 
research questions, is extensive. Measuring change iteratively and idiothetically from 
the perspectives of the child, parent, researcher-practitioner(s) and other stakeholders 
not only answers a need of applied researchers to be flexible, accountable and 
ethical, but firmly grounds the child at the centre of our research thinking.  
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Preamble 
 
The tasks involved in the next part of this thesis involve understanding 
the broader context of child development and integrating this perspective into an 
appraisal of program outcomes for vulnerable children. The first study comprises an 
exploration of the typically developing child’s expression of pre-sexual body 
awareness, as a counter point for better appraising parents’ concerns about 
sexualised behaviour after sexual abuse. The final two studies involve the formation 
of questionnaire measurements about the nature of the parent-child relationship 
(Chapter Nine) and children’s sense of resilience (Chapter Ten) from the perspective 
of the ordinary child. 
The most common approach to measuring outcomes in children after 
interpersonal violence, as well as for other clinical presentations, is through parent-
report checklists (Conte & Savage, 2003). Yet, such checklists provide little 
direction for intervention planning because they do not produce a fulsome 
appreciation of the nature of a child’s ecological or experiential context nor how they 
influence symptoms and wellbeing. Parent-report questionnaires often do not ask 
about particular strengths or resources of the child and children’s perceptions of 
abuse are not usually accessed until after a family has engaged in an intervention 
plan. Moreover, discrepant responding between mothers’ reports, fathers’ reports and 
teachers’ reports of children’s behaviour is common in applied research (Treutler & 
Epkins, 2003). There are a few child self-report instruments, available for use in 
clinical practice, which target older children (8 years and older). They tend to focus 
on symptomatology, rather than on strengths. In fact, both strengths and 
vulnerability, from the perspective of parent and child, as well as other relevant 
sources in the child’s immediate environments, are crucial to idiographic assessment 
of children in clinical practice. Of course, how children can be provided with 341 
 
 
opportunities to show what they know, how they feel and how they draw meaning 
from their experiences are some of the challenges facing practice-driven approaches 
to this sort of measurement development. As Conte and Savage (2003) argued, 
interventions and evaluations that do not target the child’s perceptions of their 
experiences risk failure. Conte and Savage (2003) suggested that the meaning 
children make from experiences of interpersonal violence, in terms of their cognitive 
attributions, level of arousal during and when recalling violence and the impact of 
violence on identity formation, need to undergo systematic assessment. Yet, 
developing ways of assessing these complex variables is not likely to be an easy or 
straightforward undertaking. Exploring the ways in which typical children develop in 
their knowledge of the body, appraise their interpersonal relationships and own sense 
of resilience might go some way toward this goal. 
In the evaluation studies reported in this research series, three areas of 
measurement difficulty were encountered. First, the typical developmental pathways 
of pre-sexual development are not well understood. Standardized and normed 
inventories, such as the Child Sexual Behaviour Inventory and Sexual Concerns 
subscale of the Trauma Symptom Checklist for Young Children, focus on 
pathological behaviours, which at times was seen to influence the way in which 
parents reported on their child’s behaviour. Such a focus on pathology impacts, 
therefore, upon the inferences that can be made from parent’s concerns about 
sexualized behaviour, especially when there is discrepancy between findings from 
different questionnaire instruments. Second, questionnaires about children’s sense of 
resilience and their appraisals of their relationships had to be purpose built in the 
current research evaluations, in order to systematically capture children’s 
perspectives on these factors. There is a dearth of child-report measurement options 
for these variables.  342 Part  Three:  Preamble 
 
 
While parents are an invaluable source of information about how their 
child progresses through life, theirs is not the only relevant perspective. In the 
previous evaluations, collecting parent-reported and child-reported information, as 
well as observations of parents and their children, pointed to much divergence in 
perspective. Exploring divergence, as well as commonality, in these reports was a 
crucial undertaking in generating participant case formulations and holistically 
assessing children’s entry and progress through programs. While parents often 
focused on symptoms of sexual abuse, the ordinariness of children’s interactions in 
the groups and in answering often difficult questions, at times, stood in stark contrast 
to one another. Indeed, the lack of robust measures of children’s perspectives is 
amplified when considering the social judgments that are made about custody and 
access visits with parents based on the child’s ‘best interest’.  
Therefore, exploring questionnaire development, from the perspective of 
typical development and from the young child’s self report, in three areas relevant to 
this research, is the focus of the remaining chapters.  However, the need for 
assessing children’s perspectives of positive aspects of their life and vulnerability is 
much broader than this research series. Better understanding young children’s pre-
sexual development and the ways in which they appraise their interpersonal 
relationships and report on their sense of resilience is likely to be helpful for future 
intervention evaluation. These understandings of typical development illustrate the 
multiple annex of the Child-Centric Intervention Research Framework discussed in 
previous chapters.  
The first study in Part Three involved a teacher survey exploring the 
prevalence of behaviours indicative of both normal pre-sexual body awareness and 
extreme behaviours. This study used a teacher-report version of the Children’s 
Knowledge and Body Awareness Questionnaire (CKBAQ-TR). The following two 343 
 
 
studies explored the development of child-report questionnaires. In the first of these 
studies, the development of the Child Relationship Inventory (CRI), used in the 
evaluation of Little Steps, is reported because the primary parent-child relationship 
between parent and child is possibly the strongest indicator of outcomes after sexual 
abuse (McClure et al., 2008). The final study aimed to develop a measure of 
children’s strengths and resources by further developing the Resilience 
Questionnaire (RQ) used in both program evaluations reported in this thesis.  
It is argued in the following chapters that in order to develop measures 
which are sensitive to disruptions after exposure to sexual abuse, we must first 
understand how typically developing children express their body awareness and 
report on their relationships and resilience. In addition to a focus on psychometric 
properties, this requires careful appraisals of the processes involved when children 
reflect and report on these factors. Development of child self-report instruments 
requires careful attention to the developmental competencies of children to 
understand item wording, as well as the task instructions pertaining to rating their 
experiences, according to a scale of responses. Parts One and Two of this thesis 
contains the voice of a practitioner, while the instrument development reported in 
Part Three involves the voice of a researcher. A central tenet to the Child-Centric 
Intervention Research Framework, adopted throughout this research series, is to 
convey the voices of both practitioner and researcher, because this is critical to 
reducing the disjunction between these domains often experienced in applied 
psychology research.   
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Research about children’s sexualised play, behaviour and knowledge, 
including their awareness of their own and others’ bodies, was virtually non-existent 
prior to the early 1990s (Lamb & Coakley, 1993). Subsequently, research about 
problematic sexualized behaviour, including child-child sexual play and child-
adolescent sexual interaction, has grown consistently. Particularly, there has been 
increased attention on sexual abuse and other forms of familial discord associated 
with problematic sexual behaviour in children (Friedrich, Sandfort, Oostveen & 
Cohen-Kettenis, 2000; Larsson & Svedin, 2002). Given its origin, the focus on 
children’s sexual development, in the main, has been on problematic behaviour or 
disrupted development, with far fewer studies exploring typical development of body 
awareness. Yet, research indicates that playful sexual exploration is common, with 
40-75% of children participating in some form of bodily exploration before they 
reach 13 years of age (Friedrich, Grabsch Broughton, Kuiper & Beilke, 1991; 
Sandnabba, Santtila, Wannas & Krook, 2003).  
In the current thesis, children’s development in this area has been 
referred to as ‘pre-sexual’, as much of children’s play is driven by curiosity and is 
imitative of adult and gender roles rather than being erotically motivated (Lamb & 
Coakley, 1993). This is not to say that some children do not receive pleasure or 
experience soothing from body exploration, but these tactile sensations do not carry 
the same meaning in childhood as in adolescence or adulthood. Cognitive and 
emotional representations of body experiences, the amount of intimacy and the 
nature of feelings tolerated by the child and the representation of his/her role and 
sexual identity is different in children’s than in adult’s representational meaning of 
sexuality (Schuhrke, 2000). Conceptualising development in young children as pre-
sexual differentiates it from the sexual development that will emerge later during  
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childhood and adolescence, which will be accompanied by physical reproductive and 
hormonal changes.  
Developing an understanding of typical pre-sexual behaviours and play 
is important for child development research because, as Bernet (1997) suggested, 
typical sexual play between children should not be regarded as resulting from sexual 
abuse. While children who have been sexually abused can exhibit more sexual 
behaviours compared with non-abused children, problematic sexualised play and 
behaviour, have also been observed in other “clinical” groups of children, for 
example, children who have experienced forms of familial discord (Larsson & 
Svedin, 2002). Furthermore, children who have experienced sexual abuse do not 
always exhibit sexual behaviours that fall outside of what is seen as developmentally 
typical.  The risks associated with failing to clarify typical ‘pre-sexual’ child 
development and behaviour in the case of sexual abuse are: (i) minimisation or 
under-reaction to problematic sexualised behaviours that may represent the 
occurrence of sexual abuse and warrant investigation and/or place other children at 
risk of harm; and (ii) unnecessary pathologizing of typical pre-sexual behaviours 
after the discovery that a child has been sexually abused or misinterpreting these 
behaviours as indicators of sexual abuse (Sandnabba et al., 2003). Moreover, 
practitioners, especially, are expected to know what constitutes “normal” or age-
appropriate behaviour to guide diagnosis, intervention planning and to inform legal 
investigations of child sexual abuse (Briere & Elliot, 2003; Friedrich et al., 2000; 
Heiman, Leiblum, Cohen-Esquilia & Pallitto, 1998).  
Hence, exploring typical pre-sexual development and children’s body 
awareness is relevant in this research series, because an appreciation of typical and 
atypical behaviour is important for understanding the context of children’s 348  Chapter Eight: Children’s Pre-Sexual Development 
    
 
behavioural functioning upon entering and progressing through intervention 
associated with sexual abuse.  
 
PRE-SEXUAL DEVELOPMENT AND BODY AWARENESS IN PRIMARY 
SCHOOL AGED CHILDREN 
According to Schuhrke (2000), body and sexual exploration in childhood 
serves the principal functions of children construing body representations of both 
sexes, learning the functional and sensory channels of the body and its role in 
socialisation. Privacy of genitalia, for example, is learned by the reactions children 
receive from other people when they try to explore their bodies (e.g. 
resistance/excitement), helping children to accrue culturally specific rules for 
physical interactions. These rules eventually protect their physical integrity in later 
sexual interactions and lead to respect for other people’s privacy (Schuhrke, 2000).  
Research exploring the subject of ‘normal childhood sexual behaviours’ 
has included studies that involve retrospective accounts of childhood play (e.g. Lamb 
& Coakely, 1993); parent and day-care staff reports about contemporary samples of 
children (e.g. Friedrich et al., 2000; Larsson & Svedin, 2002; Sandnabba et al., 2003) 
and interview results from small samples of primary school aged children (e.g. 
Rademakers, Laan & Straver, 2000; Volbert, 2000). A wide array of sexual 
behaviour is found to be present in these populations that are screened for the 
presence of sexual abuse. Sometimes this involves high frequencies of age-typical 
play behaviours and sometimes it involves more unusual play behaviour, such as 
mouth on genitalia, masturbation with objects and insertion of objects into the vagina 
or rectum. While such research is important and has raised the awareness about 
childhood pre-sexual development that was virtually absent two decades ago, it has  
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also resulted in greater confusion about what constitutes typical pre-sexual play, 
behaviour and knowledge (Friedrich et al., 2000; Friedrich et al., 1991).  
Confusion in definitions about what constitutes sexuality in childhood 
also exists (Rademakers et al., 2000). Bancroft (2009) delineated three aspects of 
sexuality in adulthood, although these aspects are not entirely relevant when 
discussing children. These include biological differences and psychological gender; 
body awareness and physical sexual responsiveness; and intimacy and capacity to 
form close relationships (Rademakers, Laan & Straver, 2003). In contrast, research 
with children has typically focused on the development of gender roles and identity 
and children’s knowledge of physical differences between the sexes (Rademakers et 
al., 2000). For example, Volbert (2000) reported that, at age two years, children can 
correctly identify the sex of others but are unable to explain the differences between 
their bodies and tend to use colloquial vernacular to denote genitalia. At age three 
years, children can explain gender identity on the basis of cultural characteristics. By 
four years, children have vague understandings of intrauterine growth and 
knowledge of births. By age five years, children can explain sex differences on the 
basis of genital differences; and, by six years, they can demonstrate knowledge of 
normal and caesarean birthing processes (Rademakers et al., 2000).  
Uncertainty is brightly illuminated when practitioners are faced with the 
challenge of differentiating normal from problematic behaviours, especially in 
evaluations of child sexual abuse (e.g. Darch, Wientzen & Ricci, 2001; Friedrich et 
al., 2002). For example, while coercion or manipulation is often a defining feature of 
whether sexual behaviour/play is considered problematic or benign, it is possible that 
these behaviours are not ‘abnormal’ play behaviours. While some research suggests 
aggression and coercion in sexual play appear to be fairly uncommon (Friedrich et 
al., 1991), others have found it to be common. For example, in a retrospective study 350  Chapter Eight: Children’s Pre-Sexual Development 
    
 
with a general adult sample, Lamb and Coakley (1993) reported 84% of participants’ 
descriptions of sexual play categorised the play as mutual, 27% categorised it as 
coercive. Given that their sample involved women’s retrospective accounts, these 
authors further speculated about the potential differences in outcomes if men’s 
descriptions as boys were assessed for coercive play.  
Nonetheless, some consistency in childhood typologies of pre-sexual 
behaviour/play and body awareness has been identified. For example, during toddler 
periods (i.e. 2-3 years) children typically hug, kiss, cuddle and climb on top of one 
another and look at each other’s naked bodies (Sandnabba et al., 2003). By four to 
five years, children generally become more curious about the toileting behaviours of 
others and engage in explorative behaviours, such as playing ‘doctors’ and bath time 
play (Sandnabba et al., 2003). After this, children are thought to develop social 
norms about the body and sexuality, when interest in the body becomes embedded 
within their growing wider interest in other aspects of life (Johnson & Aoki, 1993; 
Sandnabba et al., 2003). After interviewing primary-school teachers, Davies, Glaser 
and Kossoff (2000) reported that curiosity about their own and others’ bodies, 
exhibitionism and touching women’s breasts were common behaviours for children 
aged two to five years. Larsson and Svedin (2002) compared the prevalence of pre-
sexual body awareness behaviours at home and at day care and reported that, in the 
main, all such behaviours were reported to occur more often at home. 
The most detailed and comprehensive analysis of the frequency of body 
awareness behaviours among a general population of children is provided by 
Sandnabba et al. (2003). Their results showed overall lower frequencies than 
Friedrich et al. (1991) but were consistent with other research (e.g. Davies et al., 
2000; Larsson & Svedin, 2002). Sandnabba et al. reported observations made by 
day-care staff of children between two to seven years that pre-sexual exploration is  
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often embedded within pretend play. More than 40% of children engaged in games 
such as playing ‘doctors’ and ‘house’, where physical differences and gender roles 
are featured. It is also common for children (20-40%) to seek physical affection from 
familiar adults and from other children; show interest in others’ bodies when going 
to the toilet and bathing; and tease the opposite sex (e.g. “girls are stupid”). 
Romantic undertones in play, swear words, exhibition of private parts, nudity and 
genital stimulation was less common (10-20%). Uncommon behaviours observed in 
2-10% of children at day care included such behaviours as masturbation, doll play 
imitating adults’ sexual activity, drawings depicting sexual activity, demonstrating 
sexual behaviours on toys, making sexual noises, seeking pornographic material, 
attempts to undress others, and questions about sex. No child was reported to have 
requested photographs be taken of their genitalia, to rub bodies of other children or 
of men, give others “hickies”, place their tongue in another person’s mouth while 
kissing, attempt to put their mouth on others’ genitals or try to have intercourse with 
others.  
Yet, despite growing awareness of age-appropriate or typical pre-sexual 
behaviours, assessment options available to practitioners have largely remained 
focused on pathology. This is illustrated by Friedrich’s (1997) Child Sexual 
Behaviour Inventory (CSBI) or Briere’s (2005) Sexual Concerns subscale of the 
Trauma Symptom Checklist for Young Children (TSCYC). In developing items for 
the CSBI, items were adopted from Achenbach’s (1991) Child Behaviour Checklist. 
Children’s behaviour was rated by parents of sexually abused children, parents of 
children who were psychiatric outpatients and parents of non-clinically referred 
children accessing a community health centre. Friedrich (1997) reported that parents 
of sexually abused children reported significantly more sexualised behaviour than 
parents of psychiatric outpatient and non-clinically referred children.    352  Chapter Eight: Children’s Pre-Sexual Development 
    
 
However, in the previous studies reported in this thesis, it was noted that 
such focus on pathology may ‘prime’ the meaning parents make of their children’s 
behaviours in general symptoms checklists. More specifically, parents of sexually 
abused children often take the view that any sexualised behaviour stems from sexual 
abuse, and, therefore, is abnormal. Such views potentially implicate their responses 
to questionnaire items on measures, such as the TSCYC item “seems to know more 
about sex that he/she should”. In contrast, items on the CSBI describe specific 
behaviours, but like the TSCYC, it contains only behaviours considered atypical.    
The Children’s Knowledge and Body Awareness Questionnaire 
(CKAQB) was developed to be used as a qualitative tool to assess a continuum of 
behaviours in the two evaluation studies, reported in Parts One and Two of this 
thesis. For this purpose, qualitative assessment of behaviour provided for 
functionally relevant intervention planning on a case-by-case basis. For example, 
specific behaviours observed in children were targeted in intervention or parents’ 
interpretation of behaviours was reframed in the context of typical child 
development. While direct observation of children’s behaviours at home and school 
is cumbersome and unlikely to be undertaken in routine clinical assessments, 
minimally, adopting a continuum approach to assessment of actual behaviours may 
alleviate some of the ‘priming’ influence of questionnaires by inviting parents’ 
appraisal of behaviours that are also typical. The construction of the CKABQ used 
similar behavioural items to those reported in Friedrich’s (1997) CSBI and also 
included behaviours identified as common by Sandbabba et al. (2003) and Davies et 
al. (2000).  
Formalising the psychometric properties of a questionnaire about pre-
sexual behaviour, so that parent’s responses can be quantified and children’s profiles 
interpreted nomothetically, requires careful study of cultural, gender and age-specific  
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influences on child development. The first step in the process of further developing 
the CKBAQ involved exploring the range of typical pre-sexual behaviours and play 
in general samples of Australian children. Capturing a picture of children’s age-
typical body awareness was considered necessary to (i) consider a developmentally 
typical perspective when interpreting parents’ observations of their child’s 
behaviours from the PB and Little Steps program and for future families engaged in 
intervention after sexual abuse; and (ii) explore possible behavioural items that 
might feature in a future advanced construction of the CKBAQ.  
To this end, in the current study, pre-primary and primary-school 
teachers were asked to estimate the frequency of behaviours they have observed in 
particular age groups of children. A frequency analysis was then applied to their 
responses. Teachers’ estimations of frequency, rather than parents’ responses, were 
sought for three principal reasons. First, teachers have exposure to a range of 
children of the same age. Second, teachers’ have expertise in observing children’s 
learning and behaviour. Thirdly, it was anticipated that teachers training and 
experience would give them capacity to be open when commenting on pre-sexual 
development and body awareness questions about children. 
 
METHOD 
Participants 
Participants were 80 Pre-primary and Primary School teachers with a 
mean age of 42.17 years, ranging from 23 to 62 years old (SD=11.4). The range of 
teaching experience among participants was from 6 months to 36 years, with a mean 
of 15.4 years and standard deviation of 9.9. This sample of convenience comprised 
teachers recruited through local and public metropolitan primary schools in Perth, 
Western Australia, and included 66 female and 12 male teachers.   354  Chapter Eight: Children’s Pre-Sexual Development 
    
 
PROCEDURES 
Permission from the Department of Education and Training was first 
sought, followed by telephone contact with school Principals to discuss their 
preparedness for their school to be involved in the study. For consenting schools, an 
information and consent meeting with teachers was scheduled and took place during 
their staff meetings. I remained present to teaching staff to address questions or 
concerns while they completed the questionnaire.  
The version of the CKBAQ, which was used in the earlier evaluation 
studies, was modified for this study where interest focused on teachers. 
Modifications to the questionnaire used in the evaluation studies included asking 
teachers to provide information about their age, years of teaching experience and the 
age group they usually teach. Teachers’ were then asked to rate the frequency of 
observed behaviours according to this age group. The options provided for age 
groups were aligned with the Western Australian grading structure, including: 3 – 5 
years old (Kindergarten); 4 – 6 years old (Pre-primary school); 5 – 7 years old (Year 
1); 6 – 8 years old (Year 2); 7 – 9 years old (Year 3); 8 – 10 years old (Year 4); 9 – 
10 years old (Year 5); 10 – 11 years old (Year 6); and 11+ years old (Year 7). 
Modification was also made to the Likert rating scale, to reflect the 
nomothetic purpose of the teacher report version. In the parent version of the 
CKBAQ, parents were asked to rate their child’s behaviours idiographically, 
according to a descriptive scale (e.g. not at all, occasionally, sometimes, frequently, 
always). In the teacher version of the CKBAQ, teachers were asked to rate 
behaviours according to observed frequency or prevalence across children in their 
nominated age category (e.g. not at all, less than 10%, 10-50%, 50-80%, 80-100% or 
unable to say). Each behavioural statement represented a range of behaviours 
thought to reflect typical and atypical child development. Behavioural categories  
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included the following: Curiosity about body was represented by behaviours such as 
whether children play reciprocal exploratory body games with same aged children 
and show curiosity about their own bodies. Toileting was represented by behaviours 
such as whether children find toileting jokes funny and by appropriate use of the 
toilet. General behaviour was represented by behaviours such as whether children 
are compliant when clear instructions are given and if they run away from home or 
school. Social behaviour was represented by behaviours such as whether children 
enjoy affection with close friends (e.g. holding hands, hugging) and appropriate 
boundaries. Body awareness was represented by behaviours such as whether children 
use acceptable colloquial labels for their private parts, demonstrate knowledge of the 
function of private parts and fear aspects of nudity. The other symptoms subscale 
was represented by behaviours such as whether children appear accident prone or 
complain of psychosomatic symptoms. Finally, sexual knowledge and behaviour 
subscale was represented by behaviours such as whether children try to engage in 
adult sexual activity and/or request to view pornography. A complete version of the 
CKBAQ-TR is presented in Appendix Z. 
 
RESULTS AND DISCUSSION 
Analytic Approach 
Reflecting the exploratory nature of this study, a frequency descriptive 
analysis of responses obtained from the CKBAQ-TR was undertaken first. 
Independent samples t-tests were then applied to establish whether teachers’ ratings 
of behaviour differed between age groups. It is possible that longer serving teachers 
will have observed less common behaviours more frequently than newly graduated 
teachers because they’ve had greater opportunity to see a whole range of behaviours. 
To explore this possibility Pearson bivariate correlation analysis was then used to 356  Chapter Eight: Children’s Pre-Sexual Development 
    
 
explore whether teaching experience was related to frequency ratings of less 
common behaviours. Data and Output files of results from this study are presented in 
Appendix AA. 
Data were prepared and screened prior to analysis. Eight cases were 
identified with responses that could not be readily divided into a smaller age range 
(e.g. 5 to 11 years). These eight cases were removed from analyses that considered 
responses within particular age categories. However, they were retained when 
frequency data was examined across all age groups.   Missing value analysis showed 
that no item had more than 3.5% of cases missing and most items had no missing 
values. No particular patterns emerged from the analysis of missing values, so the 
most viable option for small rates of missing data was to exclude missing data from 
analyses pairwise.  
Frequency Analysis 
First, teachers’ nominated age groups were differentiated for frequency 
analyses. All age groups were represented across teachers’ responses on the 
CKBAQ-TR and are referred to in the analyses below as “all years”. However, 
because some teachers taught across year groups (i.e. Kindergarten to Year Seven 
i.e. 3-to-11 year-old children) categorising their responses into smaller age groups 
was not possible. Consequently, for the purposes of exploring differences in 
behaviour between younger and older primary school children, age groups were split 
into two categories, representing a lower and an upper age band. Teachers’ responses 
were then divided into either a lower age group of 3-to 6-year-old children or an 
older age group of 10-to 11-year-old children because these age ranges were the only 
two that could be extracted from the data without overlap. Second, the proportion of 
teachers who rated children’s behaviours on each item as “frequently occurring” in 
that age group through to “not occurring at all” was explored. The means of  
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teachers’ frequency ratings within the two age categories were then subjected to 
independent samples t-tests. In these analyses, the “unable to say” response option 
was partialed out.  
 
Curiosity about the body 
The proportion of teachers who rated children’s behaviours on items 
representing curiosity about the body within each age category and each frequency 
range is presented in Table 8.1. The means of teachers’ ratings (rather than the 
proportion of teachers) are then presented in Figure 8.1. Mean estimates of frequency 
of behaviours in the youngest (i.e. 3-to 6-year-old children) and the oldest (i.e. 10-to 
11-year-old children) age groups were then submitted to an independent samples t-
test. These analyses revealed that compared to older children, teachers estimated that 
younger children show more curiosity about different tactile sensations (e.g. wrinkly 
skin), t(24)=2.09, p=.05; and about their own body and genitalia, t(23)=2.57, p=.02, 
than older children. In contrast, older children, compared to younger children, were 
estimated to seek information about the body and its functions more often, t(22)=-
4.17, p=≤.01; and  to show interest in sexual words and jokes more often, t(25)=-
2.66, p=.01. Noticeably, teachers indicated some behaviours, across all year groups, 
were less common than might be expected. For example, a majority of teachers 
indicated that less than 10% of children ask questions about differences between 
girls’ and boy’s bodies, play reciprocal bodily exploratory games and shows 
curiosity in their own genitalia. This pattern of findings may suggest that the context 
in which behaviours takes place (i.e. school) is as important to consider as the 
frequency and prevalence of the behaviour in determining normal developmental 
patterns. 358  Chapter Eight: Children’s Pre-Sexual Development 
    
 
Table 8.1   
Proportion of Teachers who Rated Children’s Behaviours within Each Frequency 
Range for Items Representing Curiosity About the Body in the CKBAQ-TR.  
CURIOSITY ABOUT BODY  3 – 6 years 
(n=13)* 
10+ 
years 
(n=15) 
All 
Years 
(n=80) 
Asks questions about difference between boys and girls bodies (%) 
Not at all  15.4  60.0  43.8 
Less than 10%  69.2  26.7  46.3 
10-50% 7.7  13.3  5.0 
50-80% -  -  - 
80-100% -  -  1.3 
Unable to decide  7.7  -  2.5 
Plays reciprocal exploratory body games with friends (%) 
Not at all  15.4  53.3  32.5 
Less than 10%  76.9  13.3  46.3 
10-50% -  -  5.0 
50-80% -  6.7  1.3 
80-100% -  -  - 
Unable to decide  7.7  26.7  15.0 
Curious about tactile sensations (e.g. wrinkly skin) (%) 
Not at all  -  26.7  10.0 
Less than 10%  38.5  33.3  32.5 
10-50% 30.8  13.3  30.0 
50-80% 23.1  13.3  11.3 
80-100% 7.7  -  7.5 
Unable to decide  -  13.3  8.8 
Seeks information about the body and functions (%) 
Not at all  38.5  -  22.5 
Less than 10%  46.2  26.7  42.5 
10-50% 7.7  40.0  22.5 
50-80% -  13.3  7.5 
80-100% -  -  - 
Unable to decide  7.7  20.0  5.0 
Body exploratory behaviour with other children (%) 
Not at all  23.1  40.0  36.3 
Less than 10%  69.2  26.7  37.5 
10-50% -  -  7.5 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  7.7  33.3  18.8 
Interest in sexual words and jokes (%) 
Not at all  7.7  -  2.5 
Less than 10%  23.1  13.3  18.8 
10-50% 53.8  26.7  28.8 
50-80% 15.4  20.0  27.5 
80-100% -  33.3  21.3 
Unable to decide  -  6.7  1.3 
Curiosity in own body and genitalia (%) 
Not at all  23.1  53.3  37.5 
Less than 10%  61.5  26.7  42.5 
10-50% 15.4  -  10.0 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  20.0  10.0 
*n = number of teachers considered within each age category  
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Figure 8.1  Mean Teacher Estimates of Behavioural Frequency for Items 
Representing Children’s Curiosity about the Body in the CKBAQ 
 
Toileting Behaviour 
As expected, a majority of teachers indicated that, across all year groups, between 50 
to 100% of children typically find toileting jokes funny. Across all age groups, a 
majority of teachers indicated that between 10% to 50% of children ‘use nicknames 
for poos and wees’ and 80% to 100% of children use the toilet appropriately, 
indicated in Table 8.2. Teachers rated that the younger age group of children urinate 
or defecate in clothing more often, t(24)=2.92, p=.01. The means of teachers’ ratings 
are presented in Figure 8.2.  
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Table 8.2 
Proportion of Teachers who Rated Children’s Behaviours within Each Frequency Range 
for Items Representing Toileting Behaviour in the CKBAQ-TR.  
TOILETING  3 – 6 years 
(n=13)* 
10+ years 
(n=15) 
All Years 
(n=80) 
Finds toileting jokes funny (%) 
Not at all  -  6.7  2.5 
Less than 10%  15.4  -  3.8 
10-50% 15.4  26.7  25.0 
50-80% 53.8  33.3  33.8 
80-100% 15.4  26.7  33.8 
Unable to decide  -  6.7  1.3 
Uses ‘nicknames for poo and wee’ (%) 
Not at all  -  13.3  6.3 
Less than 10%  53.8  26.7  32.5 
10-50% 15.4  20.0  22.5 
50-80% 7.7  6.7  12.5 
80-100% 23.1  13.3  17.5 
Unable to decide  -  20.0  8.8 
Uses the toilet appropriately (%) 
Not at all  -  -  - 
Less than 10%  -  -  - 
10-50% -  -  2.5 
50-80% 23.1  6.7  15.0 
80-100% 76.9  73.3  77.5 
Unable to decide  -  20.0  5.0 
Urinates or defecates in clothing (%) 
Not at all  -  46.7  27.5 
Less than 10%  84.6  33.3  62.5 
10-50% 15.4  6.7  5.0 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  13.3  5.0 
*n = number of teachers considered within each age category 
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Figure 8.2  Mean Teacher Estimates of Behavioural Frequency for Items Representing 
Toileting Behaviours in the CKBAQ 
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General Behaviour 
As expected, there was general agreement among teachers that most 
children across age groups behave compliantly when clear instructions are provided.  
Comparatively, as seen in Table 8.3, across all age groups, few children (less than 
10%) run away from home, destroy toys or property (less than 10%) or hurt or 
mutilate animals (not at all). Independent samples t-tests revealed no significant 
differences were found between teachers’ rating in the two age groups for any 
behaviour considered under this category (see Table 8.3 and Figure 8.3).  
 
Table 8.3  
Proportion of Teachers who Rated Children’s Behaviours within Each Frequency Range 
for Items Representing General Behaviour in the CKBAQ-TR.  
GENERAL BEHAVIOUR  3 – 6 
years 
(n=13)* 
10+ 
years 
(n=15) 
All Years 
(n=80) 
Show compliant behaviour when clear instructions are given 
(%) 
    
Not at all  7.7  -  1.3 
Less than 10%  -  -  - 
10-50% 7.7  13.3  10.0 
50-80% 30.8  40.0  27.5 
80-100% 53.8  46.7  60.0 
Unable to decide  -  -  1.3 
Runs away from home or school (%)      
Not at all  30.8  20.0  22.5 
Less than 10%  69.2  66.7  71.3 
10-50% -  6.7  5.0 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  6.7  1.3 
Destroys toys or property (%)      
Not at all  15.4  13.3  12.5 
Less than 10%  69.2  66.7  70.0 
10-50% 15.4  13.3  12.5 
50-80% -  -  1.3 
80-100% -  -  1.3 
Unable to decide  -  6.7  2.5 
Hurts or mutilates animals (%)      
Not at all  69.2  40.0  55.0 
Less than 10%  23.1  20.0  17.5 
10-50% -  6.7  3.8 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  7.7  33.3  21.3 
*n = number of teachers considered within each age category 
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Social Behaviour 
The proportion of teachers who rated children’s behaviours on items 
representing social behaviour within each age category and each frequency range is 
presented in Table 8.4. The means of teachers’ estimate ratings are presented in 
Figure 8.4. As expected, teachers’ responses on the CKBAQ-TR indicated general 
agreement across age groups that children frequently interact with other children, 
with a majority of teachers rating that this was observed in 50% to 100% of children, 
and that few children become upset following public displays of affection with either 
other children or known adults, a majority of teachers ratings falling between ‘not at 
all’ and ‘less than 10%’. As well, independent samples t-tests revealed that, 
compared with the older age group, younger children were considered by teachers to 
more frequently: (i) enjoy affection with close friends, t(23)=2.52, p=.02; (ii) engage 
in public displays of affection with same aged children, t(23)=2.66, p=.01; (iii) 
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Figure 8.3  Mean Teacher Estimates of Behavioural Frequency for Items 
Representing General Behaviours in the CKBAQ  
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engage in public displays of affection also with known adults, t(24)=3.57, p≤.01; and 
(iv) more frequently have poor social boundaries, t(24)=2.57, p=.02. In contrast, 
older children were considered to more frequently: (i) have appropriate social 
boundaries, t(24)=-2.17, p=.04; (ii) show awareness of gender, stereotypes, t(24)=-
3.41, p≤.01; and show interest in children of the opposite sex, t(26)=-3.49, p≤.01.  
 
Table 8.4 
Proportion of Teachers who Rated Children’s Behaviours within Each Frequency Range 
for Items Representing Social Behaviour in the CKBAQ-TR.  
SOCIAL BEHAVIOUR  3 – 6 
years 
(n=13) 
10+ 
years 
(n=15) 
All 
Years 
(n=80) 
Awareness of gender stereotypes (%) 
Not at all  -  -  - 
Less than 10%  7.7  -  7.5 
10-50% 30.8  -  26.3 
50-80% 30.8  13.3  25.0 
80-100% 30.8  73.3  38.8 
Unable to decide  -  13.3  2.5 
Show interest in children of opposite sex (%) 
Not at all  -  -  2.5 
Less than 10%  46.2  6.7  32.5 
10-50% 38.5  26.7  33.8 
50-80% 15.4  60.0  26.3 
80-100% -  6.7  5.0 
Unable to decide  -  -  - 
Interact frequently with other children (%) 
Not at all  -  -  - 
Less than 10%  -  -  1.3 
10-50% 7.7  6.7  5.0 
50-80% 30.8  20.0  22.5 
80-100% 61.5  73.3  71.3 
Unable to decide  -  -  - 
Enjoy affection with close friends (%) 
Not at all  -  -  - 
Less than 10%  -  6.7  6.3 
10-50% 15.4  26.7  26.3 
50-80% 38.5  53.3  37.5 
80-100% 38.5  -  22.5 
Unable to decide  -  13.3  5.0 
Engage in public displays of affection with same aged children (%) 
Not at all  -  6.7  6.3 
Less than 10%  23.1  33.3  30.0 
10-50% 15.4  40.0  32.5 
50-80% 30.8  6.7  20.0 
80-100% 23.1  -  6.3 
Unable to decide  -  13.3  3.8 
*n = number of teachers considered within each age category 364  Chapter Eight: Children’s Pre-Sexual Development 
    
 
Table 8.4 Continued 
SOCIAL DEVELOPMENT  3 – 6 
years 
(n=13) 
10+ 
years 
(n=15) 
All 
Years 
(n=80) 
Becomes upset with public displays of affection with other children (%) 
Not at all  23.1 13.3  17.5 
Less than 10%  53.8 33.3  48.8 
10-50%  15.4 26.7  16.3 
50-80%  - -  1.3 
80-100%  - -  2.5 
Unable to decide  - 26.7  10.0 
Have appropriate social boundaries (%)     
Not at all  15.4 -  5.0 
Less than 10%  15.4 6.7  11.3 
10-50%  7.7 13.3 10.0 
50-80%  46.2 33.3 37.5 
80-100%  7.7 40.0 30.0 
Unable to decide  - 6.7 5.0 
Have poor social boundaries (%)     
Not at all   -  3.8 
Less than 10%  53.8 100 70.0 
10-50%  23.1 - 18.8 
50-80%  7.7 - 3.8 
80-100%  - - - 
Unable to decide  7.7 - 2.5 
Engage in public displays of affection with known adults (%)     
Not at all  - -  1.3 
Less than 10%  - 13.3  8.8 
10-50%  7.7 33.3 22.5 
50-80%  23.1 26.7 23.8 
80-100%  69.2 13.3 38.8 
Unable to decide  - -  5.0 
Becomes upset with public displays of affection with known adults (%)     
Not at all  23.1 6.7 20.0 
Less than 10%  69.2 53.3 56.3 
10-50%  7.7 20.0 12.5 
50-80%  - -  1.3 
80-100%  - 6.7  3.8 
Unable to decide  - 13.3  6.3 
*n = number of teachers considered within each age category 
 
Body Awareness 
As seen in Table 8.5, responses obtained from teachers using the 
CKBAQ-TR were largely consistent with other research suggesting that children 
often use colloquial labels for their body’s private parts and that exhibitionism of 
private parts is uncommon (e.g. Sandnabba et al., 2003). Teachers generally agreed 
that, across all age groups, children more often use acceptable colloquial labels for 
genitals, such as “willie”, with the majority of ratings falling between 10% to 100%,  
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Figure 8.4  Mean Teacher Estimates of Behavioural Frequency for Items 
Representing Social Behaviours in the CKBAQ 
 
 
and comparatively infrequently use unusual labels (majority of teachers’ rating 
falling between ‘not at all’ and 10%) or anatomically correct labels for the private 
parts of the body, (10% to 50%). There was a wider spread of responses from 
teachers about children’s knowledge of non-sexual functions of genitalia (e.g. going 
to the toilet, sitting), with ratings falling between 10% to 80%. In addition, about one 
third of teachers indicated that they could not decide about children’s knowledge of 
non-sexual functions of genitalia.  
In the main, teachers agreed that less than 10% of children display fear or 
avoid aspects of nudity, refuse to get undressed for activities, such as swimming, or  
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Become upset with public displays of affection with 
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Engage in public displays of affection with known adults 
Have poor social boundaries
Have appropriate social boundaries 
Become upset with public displays of affection with other 
children 
Engage in public displays of affection with same aged 
children 
Enjoy affection with close friends
Interact frequently with other children 
Show interest in children of opposite sex 
Awareness of gender stereo types 
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Table 8.5  
Proportion of Teachers who Rated Children’s Behaviours within Each Frequency Range 
for Items Representing Body Awareness in the CKBAQ-TR.  
BODY AWARENESS  3 – 6 
years 
(n=13) 
10+ years 
(n=15) 
All Years 
(n=80) 
Inappropriate exposure of body at school (%) 
Not at all  38.5  53.3  57.5 
Less than 10%  53.8  46.7  37.5 
10-50% 7.7  -  2.5 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  -  2.5 
Inappropriate exposure of body to adults (%) 
Not at all  76.9  80.0  76.3 
Less than 10%  23.1  6.7  15.0 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  13.3  6.3 
Feels the need for privacy when getting undressed (e.g. for swimming lessons) (%) 
Not at all  -  -  - 
Less than 10%  46.2  13.3  25.0 
10-50% 46.2  13.3  30.0 
50-80% 7.7  13.3  17.5 
80-100% -  53.3  26.3 
Unable to decide  -  -  - 
Refuses to get undressed for activities such as swimming lessons (%) 
Not at all  38.5  26.7  41.3 
Less than 10%  46.2  60.0  43.8 
10-50% -  13.3  7.5 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  15.4  -  7.5 
Seems to experience fear, shame or guilt in relation to their bodies (%) 
Not at all  53.8  6.7  28.8 
Less than 10%  46.2  20.0  32.5 
10-50% -  13.3  7.5 
50-80% -  13.3  5.0 
80-100% -  -  3.8 
Unable to decide  -  46.7  22.5 
Fears or avoids any aspect of nudity (%) 
Not at all  3.8  13.3  28.8 
Less than 10%  46.2  40.0  41.3 
10-50% -  13.3  6.3 
50-80% -  -  1.3 
80-100% -  6.7  2.5 
Unable to decide  15.4  26.7  17.5 
Uses anatomically correct labels for genitals (%) 
Not at all  15.4  6.7  13.8 
Less than 10%  46.2  26.7  36.3 
10-50% 30.8  6.7  21.3 
50-80% -  20.0  8.8 
80-100% -  6.7  1.3 
Unable to decide  7.7  33.3  18.8  
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Table 8.5 Continued 
BODY AWARENESS  3 – 6 years 
(n=13) 
10+ 
years 
(n=15) 
All Years 
(n=80) 
Uses other acceptable labels for genitals (%) 
Not at all  -  -  1.3 
Less than 10%  -  6.7  11.3 
10-50% 30.8  13.3  21.3 
50-80% 23.1  26.7  28.8 
80-100% 30.8  26.7  23.8 
Unable to decide  15.4  26.7  13.8 
Uses unusual labels for genitals (%) 
Not at all  30.8  40.0  38.8 
Less than 10%  46.2  20.0  35.0 
10-50% -  6.7  2.5 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  23.1  33.3  23.8 
Demonstrates knowledge of non-sexual functions of private body parts (e.g. toilet functions) (%) 
Not at all  -    3.8 
Less than 10%  15.4    15.0 
10-50% 15.4    15.0 
50-80% 15.4    16.3 
80-100% 38.5    22.5 
Unable to decide  15.4    27.5 
Demonstrates preliminary knowledge of sexual functions of private parts (e.g. making babies) 
Not at all  46.2    16.3 
Less than 10%  30.8    23.8 
10-50% -    22.5 
50-80% -    11.3 
80-100% -    3.8 
Unable to decide  23.1    22.5 
Demonstrates knowledge of explicit sexual functions of private parts (%) 
Not at all  69.2    31.3 
Less than 10%  15.4    32.5 
10-50% -    5.0 
50-80% -    5.0 
80-100% -    1.3 
Unable to decide  15.4    25.0 
*n = number of teachers considered within each age category 
 
inappropriately expose their body at school or to an adult. Independent samples t-
tests revealed significant differences in teachers’ estimates of frequency in some 
behaviours considered under this body awareness category. Seen in Figure 8.5, 
relative to younger children, older age groups of children, were rated to more 
frequently: (i) feel the need for privacy when getting undressed (e.g. for activities 
such as swimming lessons), t(25)=-3.66, p≤.01; (ii) seem to experience fear, shame 
or guilt in relation to their bodies/private parts, t(19)=3.39, p≤.01; (iii) display 
preliminary knowledge of sexual functions of genitalia (e.g. making babies), t(19)=-368  Chapter Eight: Children’s Pre-Sexual Development 
    
 
6.20, p≤.01; and (iv) display knowledge of explicit sexual functions of private parts, 
t(18)=-4.55, p≤.01
8.  
 
 
 
 
 
 
 
 
 
 
 
Figure 8.5  Mean Teacher Estimates of Behavioural Frequency for Items 
Representing Body Awareness in the CKBAQ 
 
Other Symptoms 
As expected, all three behaviours considered under the category of ‘other 
symptoms’ were rated at low frequencies by teachers across all age groups. Figure 
8.6 shows differences between age groups and an independent samples t-test 
revealed that teachers estimated that older children more frequently displayed 
suicidal feelings or behaviour than younger children, t(23)=-2.03, p=.01, even 
though this behaviour was rated as occurring less than 10% of the time in any age 
group, see Table 8.6.  
                                                      
8 Fluctuating participant numbers in t-tests reflect missing data related to “unable to say” responses 
that were removed from these comparisons of groups. 
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Figure 8.6  Mean Teacher Estimates of Behavioural Frequency for Items 
Representing Other Symptoms in the CKBAQ 
 
Table 8.6  
Proportion of Teachers’ who Rated Children’s Behaviours Within Each Frequency Range 
for Items Representing Other Symptoms in the CKBAQ-TR.  
OTHER SYMPTOMS  3 – 6 years 
(n=13) 
10+ years 
(n=15) 
All Years 
(n=80) 
Psychosomatic complaints (%) 
Not at all  15.4  13.3  8.8 
Less than 10%  61.5  80.0  62.5 
10-50% 15.4  6.7  20.0 
50-80% 7.7  -  3.8 
80-100% -  -  3.8 
Unable to decide  -  -  1.3 
Accident prone (%) 
Not at all  30.8  20.0  15.0 
Less than 10%  61.5  73.3  69.6 
10-50% -  6.7  8.8 
50-80% -  -  5.0 
80-100% -  -  - 
Unable to decide  -  -  1.3 
Suicidal feelings or behaviours (%) 
Not at all  92.3  46.7  57.5 
Less than 10%  -  33.3  32.5 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  7.7  20.0  10.0 
*n = number of teachers considered within each age category 
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Sexual Knowledge and Behaviour 
Interestingly, on the most confronting and explicit item statements on the CKBAQ-
TR, teachers’ frequency estimates of behaviours considered to represent children’s 
sexual knowledge and behaviour, the “unable to say” response option was used more 
frequently by teachers than any other behavioural category. It is difficult to ascertain 
what to infer from this finding. While it may reflect teachers’ choice to abstain from 
answering, it may also represent their experiences in adequately estimating the 
frequency of such behaviours or their ability to interpret behaviours they have seen 
in children during their years of teaching. It may also reflect the context in which 
they have opportunity to observe children’s sexual knowledge and behaviour, which 
suggests that these behaviours are not commonly observed at school.  
Nonetheless, as expected and as displayed in Table 8.7 and Figure 8.7, 
all behaviours within this category were considered to be low frequency, with most 
behaviour considered to occur in less than 10% of the classroom population, if at all.  
Age Group
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Preoccupation with masturbation or use of objects 
inserted 
Puts mouth over another child's genitals 
Engages in forceful sexual play with self, toys or other 
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Imitates adult sexual activity 
Preoccupied with sexual matters or play 
When kissing tries to put tongue down other person's 
mouth 
Requests to view pornography 
Tries to engage adults in sexualised activity 
Sexualised activities and gestueres in public 
Concerning sexualised activities and gestures
Make Sexual noises 
Masturbatory behaviour
Stories/poems/art work about sexual behaviour 
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Figure 8.7  Mean of Teacher Estimates of Behavioural Frequency for Items 
Representing Sexual Knowledge and Behaviour in the CKBAQ 
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Table 8.7  
Proportion of Teachers’ who Rated Children’s Behaviours Within Each Frequency Range 
for Items Representing Sexual Knowledge and Behaviour in the CKBAQ-TR.  
SEXUAL KNOWLEDGE and BEHAVIOUR  3 – 6 years 
(n=13) 
10+ years 
(n=15) 
All Years 
(n=80) 
Produces stories/poems/artwork about sexual behaviour (%) 
Not at all  53.8  53.3  50.0 
Less than 10%  30.8  26.7  40. 
10-50% 7.7  -  1.3 
50-80% -  -  1.3 
80-100% -  6.7  1.3 
Unable to decide  7.7  13.3  6.3 
Engages in masturbatory behaviour  (%) 
Not at all  30.8  53.3  35.0 
Less than 10%  61.5  26.7  47.5 
10-50% -  -  5.0 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  7.7  20.0  12.5 
Makes sexual noises (%) 
Not at all  76.9  66.7  76.3 
Less than 10%  23.1  13.3  13.8 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  13.3  8.8 
Engages in concerning sexualised activities or gestures (%) 
Not at all  61.5  33.3  40.0 
Less than 10%  38.5  40.0  50.0 
10-50% -  26.7  7.5 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  -  2.5 
Engages in sexualised activities or gestures in public (%) 
Not at all  76.9  73.3  55.0 
Less than 10%  23.1  6.7  35.0 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  13.3  8.8 
Tries to engage in adult sexualised activity (%) 
Not at all  84.6  73.3  75.0 
Less than 10%  15.4  -  8.8 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  26.7  16.3 
Requests to view pornography (%) 
Not at all  100  73.3  83.8 
Less than 10%  -  6.7  6.3 
10-50% -  -  - 
50-80% -  -  2.5 
80-100% -  -  - 
Unable to decide  -  20.0  7.5 
*n = number of teachers considered within each age category 372  Chapter Eight: Children’s Pre-Sexual Development 
    
 
Table 8.7 Continued 
SEXUAL KNOWLEDGE & BEHAVIOUR  3 – 6 years 
(n=13) 
10+ years 
(n=15) 
All Years 
(n=80) 
When kissing tries to put tongue down other person’s mouth (%) 
Not at all  92.3  46.7  71.3 
Less than 10%  7.7  -  - 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  53.3  28.8 
Is preoccupied with sexual matters and play (%) 
Not at all  92.3  40.0  63.8 
Less than 10%  7.7  46.7  25.0 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  13.3  11.3 
Imitates adult sexual activity (%) 
Not at all  61.5  60.0  57.5 
Less than 10%  38.5  13.3  27.5 
10-50% -  6.7  1.3 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  20.0  13.8 
Engages in forceful sexual play with self, toys or other children (%) 
Not at all  76.9  80.0  73.8 
Less than 10%  23.1  -  6.3 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  20.0  18.8 
Puts mouth over another child’s genitals (%) 
Not at all  92.3  80.0  82.5 
Less than 10%  7.7  -  1.3 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  20.0  15.0 
Preoccupation with masturbation or use of object inserted (%) 
Not at all  69.2  60.0  68.8 
Less than 10%  30.8  6.7  13.8 
10-50% -  -  - 
50-80% -  -  - 
80-100% -  -  - 
Unable to decide  -  33.3  17.5 
*n = number of teachers considered within each age category 
 
Independent samples t-tests revealed only two significant differences between 
teachers’ estimates of each age group. Older children, compared with their younger 
counterparts, were estimated to more frequently display concerning sexualised 
activities or gestures, t(26)=-2.13, p=.04; and were more frequently observed to be 
preoccupied with sexual matters or play, t(24)=-2.83, p=.01.   
 
373
Correlation Analysis 
To explore the possibility that years of teaching experience were related to teachers’ 
frequency estimates of behaviours considered the least common among primary 
school children, a correlation analysis was undertaken. Certainly the “unable to say” 
response option was used most often in the ‘sexual knowledge and behaviour’ 
subscale which comprised the most unusual behaviours. Thus, the relationship 
between teaching experience and the lowest frequency estimates of behaviours were 
examined using a Pearson correlation analyses. Results of this analysis are presented 
in Table 8.8. However, limited sample size constrained statistical power to run 
correlation analyses within each age category. Therefore, low frequency behaviours 
across ages were submitted to these analyses.  
Five behaviours shared a significant positive correlation with years of 
teaching experience, specifically: (i) produces stories/poems/artwork about sexual 
behaviour; (ii) requests to view pornography; (iii) preoccupation with masturbation 
or use of objects that are inserted; (iv) imitates adult sexual activity; and (v) 
preoccupied with sexual matters in play. This suggests that the more years of 
teaching experience a participant had, the higher their frequency estimates were for 
the behaviours mentioned above. However, the majority of behaviours listed in 
Table 8.8 were uncommon, irrespective of how much teaching experience 
participants had. This finding suggests that exposure of body parts in public, 
sexualised activities such as masturbation, sexual noises, engaging adults in sexual 
activity and children in forceful sexual play and using the mouth to touch other 
children’s genitals are uncommon behaviours in the school context.  
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Table 8.8 
Relationship Between Frequency Estimates of Low Frequency Behaviour with the 
Extent of Teaching Experience 
Low Frequency Behaviours 
 
Teaching Experience 
(Years) N=78 
 R  p  ≤.05 
Inappropriate exposure of body a school  -.04  .76 
Inappropriate exposure of body to adults  .04  .74 
Stories/poems/artwork about sexual behaviour  .25 .04 
Masturbatory behaviour  .05  .66 
Makes sexual noises  .03  .79 
Concerning sexualised activities and gestures  .10  .39 
Sexualised activities and gestures in public  .08  .50 
Tries to engage adults in sexual activity  .02  .88 
Requests to view pornography  .25 .04 
Preoccupied with sexual matters in play  .43 .00 
Imitates adult sexual activity  .40 .00 
Engages in forceful sexual play with self, toys or other 
children 
.21 .11 
Puts mouth over another child’s genitals  .15  .26 
Preoccupation with masturbation or use of objects that are 
inserted 
.28 .03 
Note: “Unable to decide” responses were not included in correlation analysis of estimates of frequency and 
teaching experience. 
 
CONCLUSIONS 
The current study helped to provide local context for further reflecting on 
parents’ responses on the CKBAQ in the evaluation studies reported in Part One of 
this thesis. Contextual knowledge about children’s pre-sexual development, the 
nature of their body awareness, how they interact socially with other children and 
progress of typical developmental behaviours, are areas in sharp focus for 
practitioners working with young children. This is particularly the case when such  
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developmental processes may have been disrupted by abuse. Understanding how 
‘typically developing’ children develop in these areas is important for understanding 
disruptions to development.  
The frequency estimates provided by teachers are, of course, context 
specific and are likely to underestimate the frequency of some behaviour, such as 
masturbation and touching one’s own genitals, which are much more likely to occur 
at home (Larsson & Svedin, 2002; Sandnabba et al., 2003). Sandnabba et al. (2003) 
explored day-care staff’s observations of children under the age of seven years and 
found that approximately 40% of children engaged in forms of exploratory body 
games, often in reciprocal play with other children. In contrast, the majority of 
teachers in the current study reported these behaviours in less than 10% of primary 
school aged children, even when estimates for older children were separated from 
those of younger children. Children’s physical affection with other children and with 
known adults was observed by Sandnabba et al.’s day care staff as apparent in 20-
40% of children, while in the current study, teachers’ estimates of frequency of this 
type of behaviour were between 50% to 100% of children. However, the younger 
age group of children were significantly more likely to engage in physical affection 
with friends, with teaching rating these observations in 50% to 100% of children, 
and public displays of affection with known adults as 80% to 100%, compared with 
older children (50-80% and 10-50% respectively).  
The more extreme behaviours represented in the sexual knowledge and 
behaviours subscales were estimated at low frequencies by teachers in the current 
study. The mean of teachers’ frequency estimates was less than 10% for all items in 
both age groups, with a majority of teachers’ ratings indicating that they had never 
observed these behaviours.  This result was consistent with previous research about 
age-typical pre-sexual behaviours, reporting these behaviours to occur in 2% to 10% 376  Chapter Eight: Children’s Pre-Sexual Development 
    
 
of children (Larsson & Svedin, 2002; Sandnabba et al., 2003). However, in the 
current study, the degree of teaching experience was significantly related to some 
uncommon behaviours, such as observing stories, poems and artwork about sexual 
behaviour, or requests to view pornography, or imitation of sexual activity. 
Moreover, while masturbatory behaviour and exploration of own and other 
children’s bodies were not common in the school context, it is likely that parents’ 
would rate these behaviours as occurring more frequently at home.  
The findings from this study also help to shed a different light on pre-
sexual behaviours observed in children who participated in the PB and Little Steps 
programs. For example, many parents reported that their children displayed fear, 
shame or guilt in relation to their bodies, feared or avoided any aspect of nudity, 
complained of psychosomatic symptoms and demonstrated poor social boundaries. 
Conversely, there was general agreement among teachers that fear, shame, guilt 
about their body and fearing or avoiding aspects of nudity was observed in less than 
10% of all aged children, and was significantly less common in younger children 
compared with older children. This finding suggests that it is defensible to interpret 
these behaviours, observed in Ava, Billy and Zoe, who participated in the PB and 
Little Steps program, as likely to be associated with sexual abuse rather than with 
typical development. However, it is also fair to say, that given children more often 
undress at home, relative to school, teachers’ may have limited opportunity to 
observe children’s attitudes toward nudity.  
Poor social boundaries, however, were more common in typically 
developing younger children than older children and, while the majority of teachers 
rated psychosomatic complaints as observable in less than 10% in both three to six-
and 10 to 11-year-old children, some of the more experienced teachers rated this as 
occurring more frequently, in 10-50% of children.   In addition, despite her mother  
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rating Paige within the clinical level for sexual concerns using the TSCYC, Paige’s 
tendency to giggle “when someone says sex or sees couples kissing or hugging or 
when people mention girlfriends or boyfriends” in this context is an age-typical 
behaviour, also displayed by up to 80% of her primary school-aged peer group, 
according to the teachers’ estimates collected in this study.   
There were, however, methodological limitations in this study, including 
a small sample of teachers, which constrains the generalisability of findings. 
Differentiating age groups was another methodological limitation, with teachers 
unexpectedly selecting more than one age group of children as reference for their 
responses on the CKBAQ-TR, which constrained the age groups that could be 
extracted from the data to avoid overlap in years. As a result, the estimated 
frequency of behaviours among more circumscribed age groups of children could not 
be examined. However, comparing teachers’ observations of pre-sexual development 
between younger (i.e. 3-6 year-olds) and older primary school children (10-11 year-
olds), revealed many significant differences between the age groups. This finding 
supports the use of a developmental continuum approach to assessing pre-sexual 
behaviours in children. While some behaviour may be typical at one age, the same 
behaviours may present as a sign of distress or regression at another (Cicchetti & 
Rogosch, 2002a, 2002b). For example, ‘feeling the need for privacy when getting 
undressed’ or ‘seeming to experience fear, shame or guilt in relation to their bodies’ 
was rated by teachers as more common among 10-to 11-year-old children, compared 
with 3-to 6-year-old children.  
The lack of parent data, obtained in other studies reviewed in this 
research base, was another limitation to this study design. This limitation is 
especially relevant given the greater likelihood that pre-sexual and exploratory 
behaviours might be present in children’s home environments more often than at 378  Chapter Eight: Children’s Pre-Sexual Development 
    
 
school. Indeed, triangulating parent’s observations of ‘typically developing’ children 
with these teacher reports on the CKBAQ would further enhance our understanding 
of the range of behaviours indicative of children’s pre-sexual development. More 
generally, the range of future research options for further exploring pre-sexual 
development in young children is broad. Contextual issues, such as culture and social 
background are likely to play important roles in how children learn to experience and 
share their bodies (Friedrich et al., 2002). More clearly defined analysis of age 
differences in behaviours is another area of future exploration.  In addition, exploring 
the conceptual meaning that children place on these behaviours is a priority. These 
future research questions are, however, beyond the scope and purpose of this 
research series.  
In summary, the aim of this study was to explore a local context for 
children’s usual behaviour and play, representing their development of pre-sexual 
body awareness. Comparison with typical development was considered helpful under 
the Child-Centric Intervention Research Framework, as a foothold from which 
inferences could be made about the behaviours of child participants in this research 
series. This study confirmed that many of the behaviours reported by parents in the 
PB and Little Steps program, such as exploration of the body with self and others, are 
common for young children, while other behaviours, such as fear, shame and guilt in 
relation to the body, are not.   
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chapter Nine 
A Children’s Relationship Inventory 
Phase 1: 
Problem 
Analysis 
Phase 2: 
 
Information 
Gathering 
&
Phase 3: 
Design 
Phase 4: 
Early 
Development 
& Piloting 
Phase 5: 
Evaluation & 
Advanced 
Development 
Phase 6: 
Dissemination 
Program  
Development  
and  
Evaluation 
Program  
Development 
Appraising 
evaluation 
results in the 
context of  
wider evidence 
base 
Program  
Refinement  
and  
Evaluation 
Plan  Act 
Observe 
Reflect 
Plan  Act 
Observe 
Reflect 
Plan  Act 
Observe 
Reflect 
Plan  Act 
Observe 
Reflect 
Plan  Act 
Observe 
Reflect 
Review & 
Evaluation of 
Existing 
Interventions 380  Chapter Nine: A Children’s Relationship Inventory 
 
 
 
 
 Investigating children’s perceptions of their relationships with parents is 
an important step toward better understanding the impact of primary relationships on 
wellbeing and functioning (Lynch & Cicchetti, 1997). It is generally accepted that 
the progression from infancy to adulthood is a process of unfolding relationships 
(Barrett-Lennard, 2004). Moreover, the nature and quality of the parent-child 
relationship has an important influence on the course of children’s social and 
emotional development (Cox & Harter, 2003) and especially for children learning to 
adjust to sexual abuse (McClure et al., 2008). While qualities of protective parenting 
styles have been identified, examples of measuring qualities of the parent-child 
relationship from the perspective of children are scarce (Bleil, Ramesh, Miller & 
Wood, 2000).  
 
THE PARENT-CHILD RELATIONSHIP 
The nature of the attachment relationship exerts a strong organizing 
influence on individual development throughout the lifespan, including an 
individual’s entry into new future relationships. It also plays a critically important 
role in children’s adjustment to adversity (Avery, Massat & Lundy, 1998; Barrett-
Lennard, 2004; Bliel et al., 2000; Bowlby, 1969; Hill, 2005). The child’s experience 
of the parent-child relationship serves as an important internal working model for 
emotion regulation, which helps the child to monitor their environments as beneficial 
or dangerous (Cox & Harter, 2003). Parenting styles that provide sensitive and 
responsive care have been associated with optimal developmental outcomes, while 
overstimulating and dysregulated care has been associated with adverse socio-
emotional outcomes (e.g. Cox & Harter, 2003).   381 
 
 
Across theoretical perspectives, emotional connectedness and how a 
child’s autonomy is fostered in the parent-child relationship have been identified as 
critically important qualities for positive socio-emotional outcomes (Clark & Ladd, 
2000). Emotional connectedness is the parent’s (or primary carer’s) availability for 
bonding and attachment with their child, which is dyadic and reflected in the 
mutuality of parent-child emotional expressions (Clark & Ladd, 2000). The 
development of autonomy, also referred to as agency, sense of self, self-esteem and 
individuation, appears to develop as a function of the parent’s responsiveness to their 
child’s views/perspectives, feelings, behaviours and personality/temperament (Clark 
& Ladd). The child’s emotional connectedness and development of autonomy is the 
means through which they come to understand feelings in themselves and others, 
which in turn help them to navigate social situations, and specifically in relationship 
formation (Clark & Ladd; Wolfe, 1999).  When children experience disruption to the 
development of interpersonal trust, such as when a child is sexually abused, they 
may miss important socialisation experiences which interfere with later relationships, 
as well as broader social and emotional wellbeing (Wolfe, 1999).  
While the abusive relationship is implicated in these findings, especially 
when children have been abused by a significant attachment figure, the non-
offending parent(s)’ response to their child after sexual abuse is also a strong 
mediator of longer term socio-emotional outcomes (McClure et al., 2008). Wolfe 
(1999) argued that the impact of child abuse is often described as relationship 
specific, because subsequent socio-emotional outcomes are linked to early 
relationships that lay the ground work for later developmental and psychological 
adjustment. Indeed, the presence of caring and supportive adult-child relationships 
and positive family adjustment has been related to resilient responses in maltreated 
children (Heller, Larrieu, D’Imperio & Boris, 1999). The vast majority of research 382  Chapter Nine: A Children’s Relationship Inventory 
 
 
 
exploring the roles of parents, usually mothers, in outcomes for children after sexual 
abuse, has focused on how parental responses and participation in treatment impact 
coping outcomes for children (Cohen & Mannarino, 2000; Corcoran, 1998). In 
contrast, the impact of sexual abuse on the parent-child relationship is not well 
understood (Plummer & Eastin, 2007). Understanding the impact of the parent-child 
relationship on coping after sexual abuse, as well as the impact of sexual abuse on 
the parent-child relationship, is important for intervention planning. Moreover, the 
centrality of the parent-child relationship to all sorts of paediatric clinical 
presentations highlights the need for a systematic approach to assessing the nature 
and quality of this relationship from the perspective of both parent and child.  
Systematic triangulation of parents’ and children’s perspectives on their 
relationship with one another was a central tenet to the Child-Centric Intervention 
Research Framework applied in this intervention research series, because the parent-
child relationship was thought to be a central mediator of outcomes for children after 
sexual abuse. Understanding how children respond to questions about their 
relationships with parents generally, was a necessary starting point in the 
construction the CRI.  
 
MEASURING THE PARENT-CHILD RELATIONSHIP 
In most instances the parent-child dyad with young children has been 
measured through direct observation, while for older children parent-report 
questionnaires or qualitative assessment of children’s narratives have been used (e.g. 
Bleil et al., 2000; Clark & Ladd, 2000; Page & Bretherton, 2001; Roisman, Madsen, 
Hennighausen, Sroufe & Collins, 2001; Treutler & Epkins, 2003). Yet, the parent-
child relationship is co-constructed by both the parent and the child. The lack of 
child-report measures of this primary relationship was encountered during the 383 
 
 
evaluations reported earlier in this thesis. In the evaluation of the PB  program, 
parallel questionnaires (the Child-Parent Questionnaire and Reaction Behaviour 
Questionnaire, Jinich & Litrownik, 1999) were used to measure parents’ and 
children’s perceptions about parents’ reactions to sexual abuse. However, 
methodological limitations in the scaling construction, as well as contextual 
modifications that were made for the purpose of the PB program evaluation, limited 
interpretations that could be drawn from parents’ and children’s responses.  The 
importance of the parent-child relationship on outcomes for sexually abused children 
justified the focus of this research series to explore the possibilities for a parallel 
parent and child measure of relationship qualities.  
The lack of child-report questionnaires generally in applied paediatric 
research is, in part, related to the unique challenges of using questionnaire 
instruments with children and being confident in the findings they produce (Friborg, 
Martinussen & Rosenvinge, 2006). Given the important context of children’s 
familial environments in clinical work, the research reported in this chapter is an 
attempt at the construction of a Children’s Relationship Inventory, followed by an 
analysis of its scaling assumptions. 
The Child-Centric Intervention Research approach, formulated 
throughout Parts One and Two of this thesis, prioritised drawing complexity into 
inferences drawn from data by measuring multiple perspectives. Therefore, 
measuring relationship factors from the perspective of child and parent was sought in 
the evaluation of the PB and Little Steps programs. However, attempts to find a 
parallel measure of the parent-child relationship proved difficult, leading to the 
development of the Children’s Relationship Inventory, piloted in the Little Steps 
evaluation, will be discussed in greater detail in this chapter. However, prior to its 
development, other examples of such measures were explored. For example, Lynch 384  Chapter Nine: A Children’s Relationship Inventory 
 
 
 
and Cicchetti (1997) developed a Relatedness Questionnaire for school-aged 
children, organised around the two dimensions of emotional qualities and of seeking 
psychological proximity to their parents, teachers and peers. However, a two 
dimensional approach to measuring the richness of primary parent-child 
relationships seemed limiting. For instance, in the PB evaluation, the parents of Mia, 
Sam and Ryan reported that they had observed increases in their children’s seeking 
of closeness and affection from them and that they had become more communicative 
with them about their feelings, yet such observations do not accurately reflect the 
relationship dynamics of these children with their parents. Thus, an attachment 
oriented model for relationships was explored.  
The Barrett-Lennard (1986) Relationship Inventory (BLRI) provides an 
example of measuring relationship qualities through self-report instruments with 
adults. The BLRI is based upon four essential elements of congruent relationships, 
including empathic understanding, level of regard, unconditionality, and congruence, 
and was administered with parents in the Little Steps program (cited from Barrett-
Lennard, 2004). Relationship qualities were first identified by Carl Rogers (1986) as 
comprising the essential components of the psychotherapeutic relationship between 
therapist and client. Barrett-Lennard (2004) argued that these relationship qualities 
are likely to be relevant to other personal relationships also. Empathic understanding 
is conceptualised as an active process of wanting to know and understand the 
experience of the other. Level of regard constitutes all the feeling reactions, positive 
and negative, of one person toward the other. Unconditionality refers to the 
constancy of a personal feelings and attitudes towards another, regardless of that 
person’s inner self, feelings/mood or behaviour (Barrett-Lennard, 2004). The final 
quality, Barrett-Lennard (2004) explains, is congruence, which is conceptualised as a 
person’s ability to be honest and authentic with the other, without concealing their 385 
 
 
own self. Not only have these qualities been found as important relationship factors 
between adults (Barrett-Lennard, 2004), they also seem to reflect important aspects 
of the parent-child attachment relationship. While the parent-child relationship has 
not been measured previously using any adaptation of the BLRI for children 
(Barrett-Lennard personal communication, 14 April 2004 through 7 June 2006), the 
four relationship factors, derived from Rogerian Theory, are conceptually consistent 
with child-centred and humanistic theories of child development (e.g. DeRobertis, 
2006; Landreth, 2002b). Moreover, the BLRI is suitable for using with parents to 
report on their relationship with their children, using the ‘myself to other’ version 
(MO, e.g. I usually understand how he/she is feeling). The availability of a parent 
measure and the development of a child equivalent measure of the same relationship 
factors would cater for parallel measurement of the parent-child relationship. Thus, 
the development of the Children’s Relationship Inventory (CRI) became the focus of 
this study. The CRI was constructed as an ‘other to self’ (OS, e.g. “he/she usually 
understands me”) version. It was comprised of the same four factors as the adult 
version: level of regard, empathic understanding, unconditionality and congruence, 
developed into sixteen items representing each factor.  
 
METHODOLOGY 
Participants 
Participants were 115 children aged between 7 and 9 years. They were 
recruited through a Holiday Activity Program, Project K.I.D.S (Kids Intellectual 
Development Study) at the University of Western Australia. The sample included 53 
girls and 62 boys, aged between 7.09 and 9.98 years, mean age of 8.44 years 
(SD=1.06). 386  Chapter Nine: A Children’s Relationship Inventory 
 
 
 
PROCEDURES 
Project K.I.D.S is a large scale, collaborative research project that 
commenced in 1995. This project incorporates a wide range of research undertaken 
with almost 2000 children between the ages of 6 and 12 years. Annually, 
approximately 120 children are recruited from local primary schools, during the 
school holidays, to participate in a “Holiday Activity Program” at the Child Study 
Centre at the University of Western Australia. Children are given a range of 
psychometric, chronometric, neurological and socio-emotional assessments. All 
assessment activity is embedded within an activity day format and underpinned by a 
child-centred process, using a token economy system and space (universe) play 
theme. The participants in the current study were recruited in July 2007.  
The CRI was administered with children in small groups of four. Items 
were read aloud to the group by a group leader and other staff, supporting the group 
leader. Other staff ensured that all children understood items and that they were 
rating items corresponding to what was read aloud. Children completed the 
questionnaire at small desks that were separated.   
 
Measure 
Barrett-Lennard’s (1998) conceptualisation of four relationship factors 
was used in constructing the CRI. The CRI comprised 16 item statements, evenly 
divided between the four hypothesized scales: (i) level of regard; (ii) empathy; (iii) 
unconditionality; and (iv) congruence. Items from the BLRI –OS 40 were examined 
and four representative statements were selected for each scale. The ‘other to self’ 
version of the questionnaire was considered more relevant than the myself to other 
version of this questionnaire for children because its items are written from the 387 
 
 
perspective of receiving unconditionality, empathy, positive regard and congruence, 
as opposed to providing these relationship factors.  
Appropriate items from the BLRI were selected for simplicity in 
understanding or modified to simplify their linguistic content. For example, “__feels 
a true liking for me” was modified to “__really likes me”; or “__keeps quiet about 
his/her real inner impressions and feelings” was modified to “__is truthful with me 
about his/her feelings”. In order to address known and systematic acquiescence in 
questionnaire inventories and for Likert-based rating scales (Friborg et al., 2006), 
two items in each hypothesized scale were worded positively (e.g. “__ really likes 
me”) and two were negatively worded (e.g. ‘__gets annoyed or mad at me”).  
In view of participants’ intended ages (four to nine year-old children
9), 
they were read each statement aloud to avoid confusion created by their reading 
ability.  Children were first asked to nominate a parent for the questionnaire. They 
were asked to respond first to a dichotomous response choice, “Yes, this is true” or 
“No, this is not true”. Participants were then asked to rate how applicable each 
statement was to them, by choosing one of five response options, including: “This is 
never true”; “This is a little bit true”; “Sometimes this is true”; “This is true most of 
the time”; and “This is always true”. Each response choice was represented on a 
child friendly scale, for example, by a drawing of a boy or girl (corresponding with 
the participant’s sex) holding a flag that incrementally increased in colour. Items 
represented in the hypothesized scales are presented in Table 9.1 below and a copy 
of the CRI is presented in Appendix AA.   
 
                                                      
9 While seven to nine year-old children were recruited for this normative study, the design of the CRI 
was intended to accommodate the youngest member of the intervention studies reported earlier.  388  Chapter Nine: A Children’s Relationship Inventory 
 
 
 
Table 9.1  
Scales and Items Underpinning the Children’s Relationship Inventory.  
Children’s Relationship Inventory 
Level of Regard 
      really likes me.  
      gets annoyed and mad at me. 
      doesn’t like me being around. 
      loves and cares for me.  
Empathy 
      understands me.  
      knows what I mean even when I find it tricky to say.  
      doesn’t listen or notice how I feel.  
      doesn’t notice when my feelings are hurt.  
Unconditionality  
      changes the way he/she feels about me from time to time.  
Sometimes I please       and other times he/she does not approve of me.  
It doesn’t matter what mood I am in,        still feels the same way about me 
No matter what I tell       he/she feels the same way about me.  
Congruence 
I can tell what       thinks and feels because he/she is open with me.   
      is truthful with me about his/her feelings. 
      keeps quiet about what he/she really feels.  
I have to guess what      really wants and feels inside.  
 
RESULTS AND DISCUSSION 
Data were first examined for the extent of missing data within each item and across 
the composite scale. A large degree of missing data, for example, may indicate 
difficulty in a respondent’s interpretation of item wording, while frequency 
distributions help to determine whether all response choices were exercised and 
identify patterns in responding (Ware & Gandek, 1998). To ensure accurate 
estimates of covariation between positively and negatively worded items, that is, 389 
 
 
endorsement of positive items and negation of negative items (representing positive 
relationship factors), response values to negatively worded items were reversed such 
that the highest values reflected most positive response.  
Item means and standard deviations were taken from all available Likert 
rating scale responses, after responses to negated items had been reversed. These 
were then examined for equality in the means for each item and to ensure that 
standard deviations were approximately equal to one, in order to stratify Likert 
scaling assumptions. Table 9.2 represents the descriptive characteristics of the CRI 
items.  
 
Missing Values and Outliers 
In a preliminary screening of scale responses, a missing values analysis revealed that 
no item had more than 2.6% of cases missing, with valid N between 113 to 115 
across all items.  Two univariate outliers at the item level were identified. That is, 
one response option, “Never true” on the Likert Scale, was not used by any 
participant in two items (2 and 16). A qualitative examination of item wording 
revealed no exceptional difficulty with these items and so both were tentatively 
retained for further analysis. Seven univariate and multivariate outliers at a case level 
were also identified. Children showed incongruent responding between their 
dichotomous responses (i.e. Yes, this is true or No, this is not true) with their 
subsequent scaled responses (i.e. This is never true – this is always true). For 
example, for at least one item most children responded “No, this is not true” coupled 
with “this is always true” within the same item. Furthermore, in most instances this 
was for negatively worded items (6 of 7 items were negatively worded). This finding 
suggests that negatively worded items may be beyond the cognitive capacity of 
children, challenging the validity of this phraseology in questionnaires with them.   
 
Table 9.2 
Item Characteristics of the Children’s Relationship Inventory 
  Item        Response value frequencies (%) 
Item No.  Label  N  Mean  SD  Never  A little  Sometimes  Mostly  Always 
Scale = Level of Regard 
Item 1         really likes me.   115  3.63  .74  .9  1.7  5.2  18.3  73.9 
Item 5         gets annoyed and mad at me.  113  2.20  1.28  18.3  25.2  25.2  17.4  12.2 
Item 9         doesn’t like me being around.  113  2.80  1.62  56.5  8.7  8.7  5.2  19.1 
Item 13         loves and cares for me.   113  3.58  .96  3.5  2.6  4.3  11.3  76.5 
Scale = Empathy 
Item 2         understands me.   115  3.05  .90  0  6.1  19.1  38.3  36.5 
Item 6         knows what I mean even when I find it tricky to say.   113  2.82  1.19  7.0  7.8  13.9  36.5  33.0 
Item 10         doesn’t listen or notice how I feel.   112  2.43  1.63  44.3  7.0  12.2  14.8  19.1 
Item 14         doesn’t notice when my feelings are hurt.   112  2.30  1.66  39.1  13.9  8.7  12.2  23.5 
Scale = Unconditionality 
Item 3        changes the way he/she feels about me from time to time.   115  1.47  1.37  13.9  6.1  25.2  22.6  32.2 
Item 7   Sometimes I please       and other times he/she does not 
approve of me.  
114 1.68  1.35  11.3  15.7  31.3  12.2  28.7 
Item 11   It doesn’t matter what mood I am in,        still feels the same 
way about me 
114 3.17  1.07  2.6  6.1  15.7  22.6  52.2 
Item 16   No matter what I tell       he/she feels the same way about me.   113  3.42  .87  0  3.5  14.8  17.4  62.6 
Scale = Congruence 
Item 4   I can tell what       thinks and feels because he/she is open 
with me.   
115 2.77  1.19  4.3  11.3  24.3  22.6  37.4 
Item 8         is truthful with me about his/her feelings. 114  3.10  1.14  5.2  4.3  15.7  24.3  49.6 
Item 12         keeps quiet about what he/she really feels.   114  1.96  1.47  20.9  16.5  20.9  18.3  22.6 
Item 15   I have to guess what      really wants and feels inside.   113  1.91  1.50  21.7  15.7  18.3  17.4  25.2  
 
391
Two options for dealing with these items were explored and undertaken. 
The first, and most supportable option, was to remove multivariate outliers, because 
they reflect confusion in children’s responses (Tabachnick & Fiddell, 200).  
This option however, would substantially reduce the number of items that could be 
submitted for factor analyses. The second option for these multivariate outliers 
involved retaining the items, discarding children’s responses using the Likert scale 
ratings and replacing them with a “high or low” value, consistent with their initial 
dichotomous response choice. For example, scaled responses accompanied by an 
initial “No this is not true” dichotomous response choice were substituted with the 
value of 0, while “Yes, this is true” were substituted with a “high” rating or value of 
4. This data transformation strategy is often used in substituting missing values 
(Tabachnick & Fidell, 2001). The exploratory nature of this study encouraged the 
exploration of both options which are described in turn in this chapter.  
 
Normality and Linearity 
As expected with a typically developing population of children, most 
distributions revealed a negative skew for positively worded items and a positive 
skew for negatively worded items (Tabachnick & Fidell, 2001). Three items (3, 7, 
and 15) showed a more even spread between response options. Multivariate 
normality also assumes that the relationship between variables is linear (Tabachnick 
& Fidell, 2001) and, given the skewness of frequency distributions, a spot check of 
between variable scatter plots was undertaken and no evidence of true curvilinearity 
was identified. 
 
Analysis Option One: Principal Components Factor Analysis on Reduced Data 
In this ‘reduced’ data set, ambiguity between children’s dichotomous  392  Chapter Nine: A Children’s Relationship Inventory 
 
 
responses and scaled responses were first deleted value by value and then subjected 
to a missing values analysis to identify items most frequently associated with 
ambiguous response patterns. Results obtained from this analysis are presented as the 
first option explored for assessing the scaling assumptions of the CRI.  
 
Missing Values Analysis 
Given a lack of firm guidelines about how much missing data can be 
tolerated for a given sample size, a generous cut-off was arbitrarily applied at 10% 
for the purpose of this discussion. Using this procedure, seven items, of the 16, were 
removed from analysis. Six of these items were negatively phrased statements. The 
mean of missing data for all remaining items was 4.7%. A missing value analysis on 
the remaining items showed that no item had more than 9.6% of cases missing. 
Missing data was excluded from analyses listwise and is represented in Table 9.3, 
along with item characteristics following the removal of ambiguous responses value 
by value.  
 
Factorability 
As a preliminary screen of factorability, a correlation matrix between 
variables or items on the CRI was examined and showed 13 item pairs had 
significant bivariate correlations, exceeding the suggested threshold of 0.3. In 
addition, Kaiser-Meyer-Olkin’s measure of sampling adequacy was .791, suggesting  
that the correlation matrix was sufficient for factor analysis (KMSA>0.6, 
Tabachnick & Fidell, 2001).   
 
Table 9.3  
Missing Values Analysis for Children’s Relationship Inventory - Reduced Data  
  Item          Response value frequencies (%) 
Item No.  Label  N  Missing (%)  Mean  SD  Never A  little  Sometimes  Mostly  Always 
Scale = Level of Regard 
Item 1         really likes me.   113  1.7  3.67  .69  .9  .9  4.3  18.3  73.9 
Item 5         gets annoyed and mad at me.  98  14.8  2.24  1.31  18.3  20.0  21.7  14.8  10.4 
Item 9         doesn’t like me being around.  88  23.5  3.38  1.23  56.5  6.1  6.1  1.7  6.1 
Item 13         loves and cares for me.   112  2.6  3.60  .93  3.5  1.7  4.3  11.3  76.5 
Scale = Empathy 
Item 2         understands me.   112  2.6  3.08  .89  0  6.1  16.5  38.3  36.5 
Item 6         knows what I mean even when I find it tricky to say.   105  8.7  2.90  1.16  7.0  3.5  13.9  33.9  33.0 
Item 10         doesn’t listen or notice how I feel.   85  26.1  2.91  1.48  44.3  2.6  10.4  8.7  7.8 
Item 14         doesn’t notice when my feelings are hurt.   81  29.6  2.70  1.63  38.3  5.2  7.8  5.2  13.9 
Scale = Unconditionality 
Item 3         changes the way he/she feels about me from time to time.   109  5.2  2.51  1.37  13.9  4.3  25.2  21.7  29.6 
Item 7   Sometimes I please       and other times he/she does not approve of 
me.  
104 9.6  2.31  1.36  11.3  13.0 28.7  11.3  26.1 
Item 11   It doesn’t matter what mood I am in,        still feels the same way 
about me 
111  3.5 3.22  1.04  2.6  4.3 14.8 22.6  52.2 
Item 16   No matter what I tell       he/she feels the same way about me.   90  21.7  3.44  .85  0  2.6  14.8  16.5  61.7 
Scale = Congruence 
Item 4   I can tell what       thinks and feels because he/she is open with me.    106  7.8  2.89  1.16  4.3  6.1  22.6  21.7  37.4 
Item 8         is truthful with me about his/her feelings.  113  1.7  3.10  1.15  5.2  4.3  15.7  23.5  49.6 
Item 12         keeps quiet about what he/she really feels.   96  16.5  2.0  1.53  21.7  9.6  17.4  13.9  20.9 
Item 15   I have to guess what      really wants and feels inside.   90  21.7  2.0  1.56  21.7  7.0  15.7  13.9  20.0 394  Chapter Nine: A Children’s Relationship Inventory 
 
 
Factor Analysis 
To explore the validity and reliability of factors underpinning the CRI, 
the nine items remaining, after ambiguous items were removed, were submitted to a 
principal components factor analysis (PCFA) which identified communalities in the 
order of 0.483 – 0.768. Three factors with eigenvalues greater than one accounted for 
60.2% of variance and were also confirmed by a Scree test. This solution was stable 
across both Varimax and Direct Oblimin rotation. For clarity in factors, a decision 
was made to report findings generated from the latter rotation, which involved one 
less cross-loaded item. Factors converged in six iterations. Cross-loaded items were 
examined for discriminatory differences in value (x > 0.1) which resulted in the 
retention of all items. The reliability of each factor was examined using standardized 
alpha. Table 9.4 represents the pattern matrix and standardized alpha for the CRI, 
according to this three factor solution. Data and output files for this analysis are 
provided in Appendix BB.  
Removing 7 of 16 original items from this factor analysis substantially 
constrained the potential for analysing scaling assumptions for the CRI. Only one 
factor, factor two, was conceptually consistent with the hypothesized scale. Factor 
two comprised items from the unconditionality scale (as in Table 9.4), however, it 
did not satisfy Kline’s (1994, p72) criterion of being defined by at least three 
variables/items. In addition, two of four items that loaded onto factor three were 
retained from the hypothesized Level of Regard Scale. This scale also included an 
item thought to represent congruence. Most items, however, loaded onto factor one. 
Little conceptual delineation could be made from this analysis of scaling.  
Consequently, the option of transforming data to reduce the extent of missing values 
was undertaken.  
 
Table 9.4  
Pattern Matrix and Standardized Alpha for CRI Items, According to a Three Factor Solution Derived from Reduced Data  
 
Item 
Factor 
1 2 3 
Factor 1 (α=.769) 
Item 2 (e1)*          understands me  .781     
Item 16 (u16)  No matter what I tell          he/she still feels the same way about me  .756     
Item 11 (u11)  It doesn’t matter what mood I am in          still feels the same way about me  .698  .328   
Item 4 (c4)  I can tell what          thinks and feels because he/she is open with me.   .696     
Item 6 (e6)          knows what I mean even when I find it tricky to say.  .649     
Factor 2 (α=.486) 
Item 3 (u3)           changes the way he/she feels about me from time to time.    .852   
Item 7 (u7)  Sometimes I please          and other times he/she does not approve of me    .697   
Factor 3 (α=.594) 
Item 13 (r13)           loves and cares for me.       -.920
Item 1 (r1)           really likes me.   .329    -.611
Item 8 (c8)           is truthful with me about his/her feelings      -.475
*notations denote the hypothesized scale of the CRI: r= Level of regard; e=Empathy; u=Unconditionality; c=congruence  396  Chapter Nine: A Children’s Relationship Inventory 
 
 
Analysis Option Two: Principal Components Factor Analysis on  
Transformed Data 
In this second set of analyses, where ambiguity in children’s 
dichotomous and scaled responses were identified, they were transformed by 
substituting their scaled responses with either a “high” or “low” value. If a child 
initially responded with “No, this is not true”, the scaled response was re-coded as 
zero.  In contrast, if the initial response was “Yes, this is true”, the scaled response 
was automatically recoded as four. This transformed data set was then subjected to 
data preparation and screening procedures before submitting it to a subsequent 
principal components factor analysis for the purpose of exploring possible factors 
underpinning the CRI.  
 
Data Preparation and Screening 
Missing values analysis showed that no item had more than 2.6% of 
cases missing. These cases were excluded from analyses pairwise and all items were 
retained. Missing values are represented in Table 9.5, along with item characteristics 
following the transformation of ambiguous responses. In addition, a correlation 
matrix between items on the CRI was examined and revealed 28 item pairs had 
significant bivariate correlations between items exceeding the suggested 0.3 
threshold. The Kaiser-Meyer-Olkin’s (KMO) score is the ratio of the sum of squared 
correlations to the sum of squared correlations plus the sum of partial correlations. 
Values of 0.6 are considered suitable for PCFA (Tabachnick & Fidell, 2001). Thus, 
the KMO score for these data’s sampling adequacy was .733, suggesting that the 
correlation matrix was sufficient for a factor analysis. Hence, all items of the CRI 
were submitted for further analysis.  
 
Table 9.5  
Missing Values Analysis for Children’s Relationship Inventory – Including Transformed Data for Ambiguous Responses 
  Item          Response value frequencies (%) 
Item No.  Label  N  Missing (%)  Mean  SD  Never  A 
little 
Sometimes Mostly  Always 
Scale = Level of Regard 
Item 1         really likes me.   115  0  3.60  .84  2.6  0.9  4.3  18.3  73.9 
Item 5         gets annoyed and mad at me.  113  1.7  2.46  1.38  31.3  20.0  20.9  14.8  11.3 
Item 9         doesn’t like me being around.  113  1.7  3.44  1.20  76.5  6.1  6.1  1.7  7.8 
Item 13         loves and cares for me.   113  1.7  3.64  .87  2.6  1.7  4.3  11.3  78.3 
Scale = Empathy 
Item 2         understands me.   115  0  3.0  1.03  3.5  5.2  16.5  38.3  36.5 
Item 6         knows what I mean even when I find it tricky to say.   113  1.7  2.70  1.35  13.9  3.5  13.9  33.9  33.0 
Item 10         doesn’t listen or notice how I feel.   112  2.6  3.13  1.40  67.0  2.6  10.4  8.7  8.7 
Item 14         doesn’t notice when my feelings are hurt.   112  2.6  2.98  1.55  63.5  5.2  7.8  5.2  15.7 
Scale = Unconditionality 
Item 3         changes the way he/she feels about me from time to 
time.  
115 0 1.64  1.46  20.0  4.3 25.2 20.9  29.6 
Item 7   Sometimes I please       and other times he/she does not 
approve of me.  
114 0.9 1.89  1.46  20.0  13.0 28.7  10.4  27.0 
Item 11   It doesn’t matter what mood I am in,        still feels the same 
way about me 
114 0.9 3.11  1.18  6.1  4.3 13.9 22.6  52.2 
Item 16   No matter what I tell       he/she feels the same way about 
me.  
113 1.7 3.33  1.05  3.5  2.6 13.9 16.5  61.7 
Scale = Congruence 
Item 4   I can tell what       thinks and feels because he/she is open 
with me.   
115 0 2.69  1.33  11.3  6.1 22.6 22.6  37.4 
Item 8         is truthful with me about his/her feelings.  114 0.9 3.04  1.21  7.0  4.3 15.7 23.5  48.7 
Item 12         keeps quiet about what he/she really feels.   114  0.9  2.39  1.58  40.0  9.6  17.4  13.0  19.1 
Item 15   I have to guess what      really wants and feels inside.   113  1.7  2.30  1.62  39.1  7.8  15.7  13.9  21.7 398  Chapter Nine: A Children’s Relationship Inventory 
 
 
Factor Analysis 
Each of the 16 items across the four hypothesized scales was submitted 
to psychometric evaluation. A principal components analysis identified 
communalities in the order of 0.441-0.835 and five factors with eigenvalues greater 
than one were identified.  A five factor solution was submitted to both Varimax and 
Direct Oblimin rotations, which required a decision about which rotation method 
best supported interpretability and description of findings (Tabachnick & Fidell, 
2001). While both rotations provided a similar pattern of results, suggesting the data 
set was stable, a Direct Oblimin rotation was pursued because the pattern matrix in 
this rotation showed the least number of items cross-loaded across factors.   
All 16 items loaded onto a factor at 0.3 or higher, which is considered the 
minimal acceptable level of loading (Kline, 1994). Two items loaded between 0.4 – 
0.6. The remaining items loaded higher than 0.6, which is considered to be a stronger 
“benchmark” for an item’s representation of a factor (Kline, 1994). Where there was 
an indiscriminate difference between items loading on two or more factors (x<0.1), 
these items were removed from subsequent analysis. Where a discriminatory 
difference between factor loadings was evident (x>0.1), an item was assumed to 
represent the scale with which it shared the highest factor score. This resulted in the 
removal of three items from the analyses. The modified list of items was resubmitted 
to a PCFA, using Direct Oblimin rotation, which resulted in a four factor solution.  
This second and final solution identified communalities in the order of 
0.449 – 0.762 and four factors with eigenvalues greater than one were identified, 
which converged in seven rotational iterations (25 rotational iterations is the default 
set by SPSS as a reasonable number of iterations in which a solution should 
converge) and  accounted for 61.2% of variance. This solution was confirmed by a 
Scree test. However, only two of four factors met Kline’s (1994) criteria of being 399 
 
 
defined by at least three factors. This four factor solution, using transformed data, is 
presented in Table 9.6, along with internal reliabilities (using standardized alpha) of 
each extracted factor.  
 
Table 9.6  
Pattern Matrix and Standardized Alpha for CRI Items According to a Four Factor 
Solution Derived from Transformed Data  
 
Item 
Factor 
1 2  3  4 
Factor 1 (α=.780) 
Item 1 (r1) *           really likes me.   .889       
Item 13 (r13)           loves and cares for me.   .835       
Item 2 (e1)          understands me.  .651       
Item 9 (r9)          doesn’t like me being around.  .636       
Item 10 (e10)          doesn’t listen or notice the way I feel.  .632  .340     
Factor 2 (α=.656) 
Item 14 (e14)          doesn’t notice when my feelings are hurt    .739     
Item 12 (c12)          keeps quiet about what he/she feels.     .681     
Item 7 (u7)  Sometimes I please            and other times he/she 
does not approve of me. 
 .664     
Item 3 (u3)            changes the way he/she feels about me from 
time to time. 
 .660     
Factor 3 (α=.613) 
Item 11 (u11)  It doesn’t matter what mood I am in          still feels 
the same way about me. 
   .847   
Item 16 (u16)  No matter what I tell          he/she still feels the same 
way about me. 
   .828   
Factor 4 (α= -.009) 
Item 5 (r5)          gets annoyed or mad at me.   .319      -.721
Item 8 (c8)            is truthful with me about his/her feelings.        .645
*notations denote the hypothesized scale of the CRI: r=Level of regard; e=Empathy; 
u=Unconditionality; c=Congruence 
 
Extraction of only two reliable factors, represented by more than three 
items, again limited the inferences that could be generated from these results. While 
the two items representing the fourth factor seem conceptually unrelated, the two 400  Chapter Nine: A Children’s Relationship Inventory 
 
 
items representing the third factor were consistent. In future development, retaining 
factor three with additional items reflecting unconditionality of regard would be 
justified. However, the hypothesized scaling assumptions on the CRI were not 
supported in the current study using either a reduced data form, in which ambiguous 
responses were removed from analyses, or after transforming data in which 
ambiguity was addressed through “high/low” transformation (Tabachnick & Fidell, 
2001). Therefore, no further analyses of scaling assumptions were pursued.  
 
CONCLUSIONS 
The scaling assumptions of the CRI were not confirmed in this study. The large 
degree of ambiguity in negatively worded items played a significant role in this 
finding. Negatively worded items were associated with confusion in children’s 
responses, which was reflected in incongruence between the dichotomous and scaled 
responses they provided. Most children showed incongruent responses for at least 
one item on this questionnaire. Furthermore, negatively worded items were 
associated with disproportionately large amounts of missing data relative to the 
positively worded items. This finding suggests that young children may not have the 
cognitive capacity to respond reliably to negatively worded item statements that 
require them to negate the statement in order to provide a positive appraisal of their 
relationships. While negated items are useful in reducing systematic acquiescence in 
Likert response scales, this method did not appear developmentally appropriate for 
use in a questionnaire for young children. Indeed, little is currently known about how  
underdeveloped cognitive, memory, communicative and social development impact 
on the question-answer model of questionnaires when applied with children (Bell, 
2007; Borgers, Sikkel & Hox, 2004). 401 
 
 
Furthermore, even when children’s dichotomous (and initial) response 
choice was viewed as more accurate than their scaled responses, transforming data to 
reflect this did not improve the interpretability of findings. In both analytical options 
explored in this study, items loading on factor one represented the most reliable scale 
but were conceptually diverse and the few items on the subsequent two and three 
factors also seemed diverse. Therefore, little conceptual delineation could be made 
between factors from this analysis of scaling and neither analytic option confirmed 
the four hypothesised scales of the CRI. These findings are consistent with the 
observation that the younger cohort of children in the Little Steps program did not 
understand the questions that were asked of them and supports the decision in this 
earlier study to disregard this measure from formative and contextual analyses.  
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Understanding the factors that underpin children’s resilience in the face 
of trauma can only be fully explored when we understand them from the perspective 
of the child rather than trauma. Understanding what is ‘typical’ must precede any 
advanced understanding of deviations from expected norms, but measuring positive 
psychological factors in children has proven to be difficult. Resilience and 
vulnerability relate to both the internal resources and external context and risks, 
which account for individual difference in how children adapt to life challenges 
(Masten & Gewirtz, 2007). The variable impact of sexual abuse on children has lead 
to accumulating evidence about the developmental pathways to short and long term 
psychosocial outcomes. Outcomes relating to children’s capacity to cope with 
experiences of sexual abuse appear to be tied to internal resources of the child, as 
well as environmental contexts (e.g. child-perpetrator relationship and reactions of 
non-offending parents). In addition, understanding how sexual abuse may come to 
influence children’s emotions, cognitions (i.e. traumagenic beliefs) and behaviours 
has lead to a growing evidence base for treatments of the psychological sequelae of 
sexual abuse, which was reviewed in Chapter Four. However, it has been less 
common to explore the mediating influence of a child’s internal resources on the 
successes, redundancies and failures of intervention outcomes and vice versa 
(Swanston, Plunkett, O’Toole, Shrimpton, Parkinson & Oates, 2003).  
Nevertheless, in the context of a sizeable sub-clinical population of 
sexually abused children, internal resources may be independently associated with 
outcomes. Moreover, fostering children’s internal resources in targeted early 
intervention may also improve outcomes (Masten & Gewirtz, 2007; Swanston et al., 
2003).  Hence, the purpose of this study was to explore a way of measuring 
children’s internal resources, since such resources may contribute to resilient 
outcomes after sexual abuse. This was considered relevant in this research series,   
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because internal resources of the child may impact on their progress through early 
intervention programs. Having a measure of a child’s internal resources may increase 
understanding of children’s needs and, therefore, improve intervention 
planning/programs.   
 
CONCEPTUALIZATION OF RESILIENCE 
Despite many discordant theoretical arguments about a resilience 
construct, there has long been consensus that a resilient outcome is defined as 
adaptive functioning in spite of serious risk (Rutter, 1987). Others have suggested 
that resilience is a “process of, capacity for, or outcome of successful adaptation 
despite challenging or threatening circumstances” (Masten, Best & Garmezy, 1990 
p. 426). Many agree that ‘resilience’ also involves sustained competence under 
pressure and recovery from trauma (e.g. Fraser, Richman & Galinski, 1999; Luthar, 
Cicchetti & Becker, 2000; Masten, 2001; Masten & Gewirtz, 2007; McGloin & 
Widom, 2001).  
There are, however, several points of disagreement in formulations of 
resilience. Theoretical disagreement about the constructs underpinning resilience has 
resulted in disagreement also about its measurement. Luthar and Cicchetti (2000) 
suggest that resilience necessarily implies both exposure to adversity and the 
manifestation of positive adjustment outcomes. Luthar et al. (2000) and Masten 
(1994) go as far as to recommend that the use of the term “resilience” be exclusively 
limited to the dynamic processes involved in maintaining positive adjustment under 
challenging life conditions and that the term should not carry any connotation of 
personality or discrete personal attributes. Indeed, the idea that resilience exclusively 
involves some aetiological or constitutional factors creating “invulnerable” or 406  Chapter Ten: Development of a Resilience Questionnaire 
 
 
“invincible” children (e.g. Anthony, 1974 cited from Luthar et al., 2000) has been 
consistently challenged. In the main, it is agreed that resilience is underpinned by 
some constitutional factors of the child. Yet, despite agreement that understanding 
underlying protective processes (attributes of the child and their familial and socio-
cultural context) is important, there remains greater disagreement about the 
conceptual distinction between a resilient outcome and the factors that may underpin 
such an outcome.  
The implications for conceptualizing resilience as an outcome, rather 
than factors producing outcome, is evident in attempts to understand what is meant 
by resilience among children with histories of abuse and neglect. Resilience in 
abused children is usually operationalized as the absence of psychological and 
behavioural symptomatology (e.g. Beeghly & Cicchetti, 1994; Chandy, Blum & 
Resnick, 1996; Liem, James, O’Toole & Boudewyn, 1997). Yet, as McGloin and 
Widom (2001) have argued, claiming that children with histories of abuse are 
resilient because they were never diagnosed with depression is unidimensional. 
Moreover, defining resilience as the lack of symptomatology probably misrepresents 
the complex impact abuse experiences have on one’s life. Instead, McGloin and 
Widom argue that resilience is reflected in multiple domains and is dynamic in 
nature. Resilience is multi-dimensional, circumscribed and relative, rather than 
global, and is associated with both constitutional and environmental influences, as 
well as being dynamic (Luthar et al., 2000). For instance, adaptive coping may be 
present in some domains of a child’s life and absent in others. It may be present at 
one time and less evident at other times. Moreover, resilience is likely to be 
temporally and qualitatively related to child development (Cicchetti & Garmezy, 
1993; Cicchetti & Rogosch, 1997).    
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Spaccarelli’s (1994) transactional model navigates the tension between 
dynamic and static factors, and posits that resilience is influenced by both relative 
circumstances and discrete personal attributes. The interplay between ongoing 
developmental processes pre-existing an adverse or traumatic event, and positive and 
negative person-environment transactions that may occur subsequent to that event, 
account for cases where one child’s development is pushed along a pathological 
trajectory, while for another child, protective resources are sufficient to avoid 
pathology (Spaccarelli & Kim, 1995). Positive adaptation or adjustment to adversity 
is likely to be influenced by both protective factors pre-existing the event (internal or 
external to the child) and, contemporaneously, by the interaction of these factors 
with life circumstances. In this way, adaptation reflects a developmental progression 
where new vulnerabilities and strengths emerge and influence the balance between 
the two (Luthar et al., 2000; Masten & Garmezy, 1985).  
Underpinning a resilient response are three, generally agreed upon, 
factors: (i) attributes of a child; (ii) aspects of a child’s family; and (iii) 
characteristics of a child’s wider social environment (Luthar et al., 2000). A child’s 
perceptions of their family and wider social environments are important in the 
development of their own sense of resilience. In the context of the early intervention 
approach described in this thesis, the importance of measuring protective factors and 
positive psychological traits in children cannot be over-emphasized. Moreover, 
measuring these traits from children’s own perspective was highlighted, especially, 
with sub-clinical groups of children, because outcomes cannot be tied to symptom 
reduction alone. While measuring a child’s perspective of their internal resources 
and access to external support was integral to the child-centric research approach 
applied in this research series, examples of how others have measured resilience 
through child self-report were not readily identified in the literature. Therefore, 408  Chapter Ten: Development of a Resilience Questionnaire 
 
 
operationalizing this resilience concept in the form of a child-report questionnaire 
was the focus of this study, because such a measure is needed when ascertaining the 
impact of abuse across the multiple domains of a child’s life.  
 
OPERATIONALIZATION OF RESILIENCE 
In their early discussions, Mrazek and Mrazek (1987) suggested that 
characteristics such as intelligence, vigilance, ability to inhibit affect, love and 
respect from others, belief in their own worth and attention from significant others 
were all associated with resilient outcomes for maltreated children. Similarly, Rutter 
(1990) proposed that adverse long-term consequences for maltreated children 
involved accumulated decline of self-esteem, self-efficacy, sense of accomplishment, 
secure attachment in relationships and personal agency or authority in some domains 
of their life. However, Kinard (1998) raised the issue that there is ambiguity between 
factors defining resilience (construct validity) and factors enhancing or diminishing 
it (convergent validity). For example, there is confusion about whether concepts such 
as cognitive ability and self-concept are the consequence of resilience or the factors 
that produce resilient responses.  
Conceptual confusion about the developmental pathways to a resilient 
response in the face of adversity is the result of defining resilience as an outcome 
rather than as a set of factors producing outcome, that is, defining resilience as 
positive adaptation to adversity, rather than as a set of internal and external factors 
that dynamically lead to positive adaptation to adversity. Indeed, the literature 
indicates that understanding the relationship between resilient outcomes and other 
related constructs has been difficult. Longitudinal research, for example, has 
suggested that developed cognitive skill and positive self-concept are protective   
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factors associated with more resilient outcomes for maltreated children (Cicchetti, 
Rogosch, Lynch & Holt, 1993; Herrenkohl, Herrenkohl, & Egolf, 1994; Herrenkohl, 
Herrenkohl, Rupert, Egolf, & Lutz 1995; Masten & Coatsworth, 1998; Venderbilt-
Adriance & Shaw, 2008). Other research, in contrast, has suggested that resilient 
individuals are those with higher cognitive ability and self-esteem, suggesting that 
cognitive aptitude and self-esteem underpin resilience (Curtis & Cicchetti, 2003; 
Masten et al., 1990; Masten, Morison, Pellegrini, & Tellegen, 1990). 
Masten and Coatsworth (1998) suggested that while other protective 
processes, such as intelligence, may promote competence, it is “undoubtedly” 
primary attachment relationships, cognitions and self-regulation that play the central 
role in domains of competence. However, the relationship between these domains 
with attributes such as intelligence is not well understood. This set of relationships, 
of course, is critically important for understanding the veracity of a resilience 
construct against other related concepts. For instance, positive attributes observed in 
individuals who manifest positive adjustment to adversity may be a consequence, 
rather than cause, of their success (Masten & Coatsworth, 1998).  
Indicative of the conceptual confusion about what constitutes resilience 
are instances when intellectual resources, which are known to predict academic 
success and rule-abiding behavior, have been purported to relate to resilience when, 
in the same study, resilience was defined as degrees of academic success (Masten & 
Coatsworth, 2008). Yet, using multiple regression analyses Vanderbilt-Adriance and 
Shaw (2008) indicated that high intelligence was only associated with positive 
adjustment in the context of ‘moderate risk’, while the relationship dissipated in 
cases of ‘high risk’. This finding may point to a “U”-shaped functional interaction 
between internal and external factors underpinning resilience with other internal 
traits, such as cognitive ability or self-esteem (Reid, 2006; Vanderbilt-Adriance & 410  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Shaw, 2008).  This conceptualisation would be consistent with Sparacelli’s (1994) 
transactional model, which may account for why two children under the same 
conditions produce contrasting responses to adversity, and why two children with 
similar cognitive ability, but in different contexts of adversity, produce different 
responses. In this way, in some circumstances cognitive ability may be protective 
and in others benign or associated with diminished resilience. As Heller et al. (1999) 
point out, the relationship between resilience and other personal features, such as 
cognitive ability, requires further investigation.   
Accordingly Kinard (1998) proposes that distinguishing resilience 
factors from traits associated with it, is necessary for theoretical advancement about 
what constitutes resilience and will help clarify how it might be measured.   
Moreover, this confusion is reflected in methodological confusion when trying to 
identify and measure resilience. Methodological difficulties identified by Kinard 
(1998), summarized broadly here, include: (i) how measurement of a set of factors 
can best represent the nature of resilient responses in the ‘real world’ (e.g. in a 
technical sense, this might involve scoring criteria); (ii) issues of identifying sources 
(parent, child, teacher etc.) and types of data (observational, self-report, aptitude etc.) 
that might best support efforts to formulate operational definitions of resilience; and 
(iii) issues about when to measure resilience. The means through which resilience 
factors are measured is also important to a research agenda seeking to amplify the 
voices of children, as was the case in the evaluation studies in this thesis.  
Relatively little attention has been directed to the measurement of 
resilience constructs from the perspective of the young child’s self-report. In a 
review of this research, observational data from teacher and/or parent report have 
been used by others to inform measurement of academic, social, emotional and 
physical functioning in children (e.g. Beeghly & Cicchetti, 1994; Chandy et al.,   
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1996; Eisenberg et al., 1997; Heller et al., 1999; Herrenkohl et al., 1995; Liem et al., 
1997). Young children’s self-report of their perceptions of resilience are absent in 
the literature.  
In research with children, multiple perspectives are desirable as children 
have developmental limits in their ability to reflect internally and critically appraise 
their external environments. However, relying solely upon parental or adult report is 
also problematic. To illustrate: Swanston et al. (2003) found that mothers with 
personal histories of sexual abuse accounted for 51% of the variance in ratings of 
behavioural problems with their adolescent children, irrespective of whether their 
child had experienced sexual abuse. While this result may speak to different 
parenting styles among mothers with sexual abuse histories (which may, in turn, 
contribute to increased behavioural problems with their children), it may also reflect 
qualitative differences between the groups of mothers in how they observe and draw 
meaning from their child’s behaviour. This may, in turn, affect the way they rate 
items on behavioural questionnaires.  
The limited range of options for measuring resilience from the child’s 
own perspective reflects the many unique challenges that are present in research with 
children, which influence not only the results that may be obtained but the questions 
that can be asked (Eyberg et al., 1998). Systematic acquiescence (or yeah saying), 
for example, is a widely acknowledged problem with self-report inventories, and is 
most pronounced in Likert-based rating scales and inventories containing only 
positively worded items. Customarily, to minimize this bias, half of a scale’s items 
are re-written into negations so that agreement translates to disagreement with the 
measured construct (Friborg et al., 2006). The range of developmental competencies 
among young children and their substantial difficulty in comprehending negated 
items was observed in the development of the CRI (see Chapter Nine). Indeed, 412  Chapter Ten: Development of a Resilience Questionnaire 
 
 
children’s difficulties responding to Likert and Semantic questionnaire formats have 
been noted by others (e.g.  Bell, 2007; Borgers et al., 2004). There are however two 
examples of measurement of resilience that suggest a questionnaire may be possible. 
The first is a set of statements thought to represent resilience factors and the other a 
survey.  
Grotberg (1997) identified 26 factors underpinning resilience, through 
the ‘International Resilience Project’, and collapsed them into three main features of 
resilience: (i) access to external support; (ii) the presence of inner or personal 
strength; and (iii) social and interpersonal skills. A series of ‘clear and meaningful’ 
statements were developed by Grotberg, intended to assist practitioners’ assessment 
and fostering of resilience in children. Access to external support is represented by 
statements beginning with “I have…”; inner and personal strength by “I am…” and 
social and interpersonal skills are represented by “I can…”. The second example is 
the California Healthy Kids Resilience Module (Constantine & Benard, 2001) which 
is a child-self report measure for use with elementary school age children. This 
instrument is centred on internal and external asset clusters. Across a child’s home, 
school and community environments, three external assets were thought by its 
authors to be important in the development of resilience, including: (i) caring 
relationships; (ii) high expectations; and (iii) meaningful participation. Three internal 
asset clusters included: (i) social competence; (ii) autonomy and sense of self; and 
(iii) sense of meaning and purpose (Constantine, Benard & Diaz, 1999).  
While both measures conceptually centre on internal and external 
resources available to a child, what differentiates them is the context of relationship 
and environment. Grotberg’s (1997) conceptualization of resilience adheres to global 
factors, the California Healthy Kids Survey is more circumscribed, including 
different environmental contexts and qualities of the relationships found in these   
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environments. However, neither option was optimally suited for the purposes of the 
current research series. The California Health Kids Survey is intended for an older 
age group of children than the young children who participated in the PB and Little 
Steps evaluations and Grotberg’s clear and meaningful statements do not comprise a 
questionnaire or measurement index per se.  
The dual aims of this study were to: (i) translate Grotberg’s (1997) 
meaningful classification system into a measure of resilience factors (used in the PB 
and  Little Steps evaluation); and (ii) explore the relationship between resilience 
factors and other associated factors, such as cognitive ability, self-concept and 
parent-reports of children’s strengths and difficulties. Resilience factors were 
thought to represent, at least in part, external relationships, internal and interpersonal 
aspects of a child’s life.  The age group of children participating in this study, four-to 
eleven-year-old children, was purposefully consistent with the age group of children 
participating in the earlier evaluation studies. This consistency allowed for the 
normative data reported in this chapter to be used in further interpretation of findings 
from the two earlier evaluation studies, in which the early version of the Resilience 
Questionnaire (RQ) was used.  
 
DEVELOPMENT OF THE RESILIENCE QUESTIONNAIRE 
Reflecting the exploratory nature of developing an operational index of 
resilience in children aged 4 to 11 years old, the development of a Resilience 
Questionnaire (RQ) took place in three phases. An early pilot of the RQ, which was 
used in the evaluation of the PB  and  Little Steps program evaluations, reported 
earlier in this thesis, was the first phase. This early pilot study reflects the beginning 
of an iterative developmental process of this questionnaire and is included here to 
facilitate a fulsome appreciation of: (i) the derivation and development of the RQ 414  Chapter Ten: Development of a Resilience Questionnaire 
 
 
across iterations; and (ii) the process of making decisions about what questions to 
ask and how best to provide children with developmentally sensitive opportunities to 
answer them. This discussion is then followed by presentation of the second phase of 
the instrument development which involved refinement of the RQ and a 
psychometric evaluation of its internal properties. The third phase of development 
comprised an evaluation of the RQ’s convergent validity by exploring its 
relationship with a measure of cognitive ability, self-concept and parent-reports of 
children’s strengths and difficulties.  
A detailed description of the RQ will be provided in the presentation of 
findings for each phase of its development. Briefly, phase one in the development of 
the RQ (used in the evaluations of the PB and Little Steps programs) involved 
translating Grotberg’s (1997) conceptualization of resilience into questionnaire 
statements. Grotberg’s (1997) conceptualization of resilience was used because the 
‘meaningful classification system’ (i.e. ‘I have..; I am…; and I can…’) was easily 
modified into item statements that could comprise a questionnaire. This modification 
allowed for an exploratory evaluation of concepts thought to underpin a general 
resilience construct. Taking a more circumscribed contextual approach to measuring 
resilience, as in the California Healthy Kids Survey, was equally important but was 
saved for later stages of questionnaire development, to prevent confusion for 
children and potential confusion in interpreting initial scale development. The 
second phase involved re-conceptualising the RQ, accounting for different ecological 
contexts that may influence protective factors, such as a child’s access to external 
support, and also involved an examination of its scaling assumptions.  Evaluating the 
RQ’s convergent validity with other concepts thought to be related to resilience, but 
conceptually distinct from it, was the focus in phase three of this study.  
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METHODOLOGY 
Participants 
Participants were 468 children aged between four and eleven years, half 
of whom participated in an early pilot study and half in the study that followed. An 
additional eight children aged four and five years were recruited through a local pre-
primary school class, but these children only completed a subset of the larger data 
collection range due to time constraints (i.e. they were excluded from convergent 
validity analyses). The remaining 460 children, aged six to eleven years, were 
recruited through a Holiday Activity Program, Project K.I.D.S, at the University of 
Western Australia. The complete sample included 226 girls and 242 boys, ranging 
from 4.0 to 11.96 years, with a mean age of 8.54 years (SD=1.32 years). Information 
and consent to participate was obtained from all children, parents, the participating 
Primary School and from the Department of Education in Western Australia.  
 
PHASE ONE: EARLY CONSTRUCTION OF THE RQ 
Phase One Participant Sample  
Two hundred and thirty children were included in the first pilot sample, 
110 girls and 120 boys ranging in age from 6.43 to 11.96 years with a mean age of 
8.86 years (SD= 1.24 years). These children were recruited through an annual 
holiday activity program, Project K.I.D.S, described earlier in Chapter Nine, in 2004 
and 2006.  
 
Procedures 
The Resilience Questionnaire in all phases was administered by reading 
items aloud to children to ensure that children’s reading ability did not impede their 
understanding of items or their response choices. For pre-primary school participants 416  Chapter Ten: Development of a Resilience Questionnaire 
 
 
(4-5 years old), children were administered the RQ individually by the researcher-
practitioner. For children who participated as part of Project K.I.D.S, the RQ was 
administered in small groups of four to six children. Items were read aloud to the 
group by a group leader and other staff, supporting the group leader, ensured that all 
children understood items and that they were rating items corresponding to what was 
read aloud. Children completed the questionnaire at small desks that were separated 
for a range of testing situations. While a sub-sample of children who participated in 
this study also completed the CRI reported in Chapter Nine, questionnaires were 
administered on separate days.  
 
Measure 
In phase one, the construction of the RQ was based upon Grotberg’s 
(1997) concepts of resilience. Twenty-two statements from Grotberg’s ‘meaningful 
classification’ clusters were used to represent three hypothesized scales: (i) access to 
external support (represented by 8 items); (ii) internal resources or personal strengths 
(represented by 6 items); and (iii) interpersonal skills (6 items). Initially, the latter 
scale separately represented four conceptual issues (communications skills, 
reasonable risk taking, sense of humour, preparation and negotiation), each 
represented by one or two items. However, the overarching conceptual order of 
description seemed to relate to a collapsed scale of ‘Interpersonal Skill’, which 
facilitated these analyses.  
All items in the RQ were positively worded, (e.g. “I have people around 
me I trust and who love me, no matter what”). Item statements, representing each of 
the three scales, were constructed using Grotberg’s (1997) ‘meaningful classification 
system’. That is, external support items began with “I have…”. Internal resources 
items began with “I am…” and interpersonal skills items began with “I can…”.   
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Participants were read each item and response option to ensure their comprehension 
was not impeded by their reading ability. Children were asked to respond to the 
truthfulness or applicability of each statement by choosing either “yes, this is true”, 
“maybe, this is true”, “sometimes, this is true” or “no, this is not true”. All response 
options were represented by a child-friendly picture of either a boy or girl 
(corresponding to the participant’s sex), in a speech bubble, saying “yes, this is true” 
and so forth. The resulting 22-item version of the RQ is presented in Table 10.1 and 
a copy of the RQ is also presented in Appendix G. 
 
Table 10.1  
Item Statements of the Resilience Questionnaire – Phase One 
Resilience Questionnaire (Pilot)  
Access to External Support 
I have people around me I trust and who love me, no matter what.  
I have people who give me instructions so I know when to stop before there is danger or trouble.  
I have people who show me how to do things by the way they do things.  
I have people who want me to learn to do things on my own.  
I have people who help me when I am sick.  
I have people who help me when I am in danger.  
I have people who help me when I need to learn.  
I have people who make me laugh.  
Internal Resources 
I am sure things will be alright.  
I am willing to be responsible for what I do.  
I am nice to others.  
I am nice to myself.  
I am glad to do nice things for others and show my concern.  
I am a person people like and love.  
Interpersonal Skills 
I am a person who thinks things through before trying something new.  
I can talk to others about things that frighten or bother me.  
I can find ways to solve problems that I face.  
I can figure out when it’s a good time to talk to someone or to take action.  
I can control myself when I feel like doing something not right or dangerous. 
I am a person who likes to get ready in time.  
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Analyses  
In phase one, the RQ was submitted to an exploratory principal 
components factor analysis (PCFA) to evaluate whether items on the RQ formed 
coherent subsets, or subscales, relatively independent to one another. How these 
subsets or item groups conformed to the three hypothesized structures of the RQ was 
also evaluated (Gandek & Ware, 1998; Tabachnick & Fidell, 2001). PCFA is an 
appropriate form of exploratory analysis because it allows the researcher to start with 
a ‘best guess’ about underlying variables of a construct and, through iterative 
refinement, reduce usually a large number of variables to a smaller number of 
factors, thereby providing an operational definition of resilience (Tabachnick & 
Fidell, 2001). PCFA was used in both phase one and two in the development of the 
RQ.  
Results and Discussion of Pilot Study 
All results from this pilot study are presented in Appendix CC. Item 
frequency distributions revealed extreme non-normality in children’s responses to 
the RQ, represented by negatively skewed distributions, with kurtosis across items 
ranging from 1.11 to 12.06. The negative skew in distributions likely reflected three 
important difficulties in the design of the RQ. First, positively worded item 
statements about positive psychological traits encouraged acquiescence in responses 
(Tabachnick & Fidell, 2001).  Second, limiting children’s responses to four options, 
while attractive in reducing their complexity, also reduced potential for variability in 
distributions. Third, dichotomy in children’s responses was observed.  A ‘reflect and 
logarithm’ transformation, suggested by Tabachnick and Fidell (2001), was 
explored, however, it did not notably increase the interpretability of the data. 
Collapsing mid-range responses, ‘maybe’ and ‘sometimes’, also failed to improve 
interpretability of responses.    
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Despite the non-normality of the item distributions, the Kaiser-Meyer-
Olkin (KMO) score was 0.87, suggesting the data was suitable for PCFA (Tabachnik 
& Fidell, 2001). The 22-item RQ was submitted to an initial and exploratory PCFA 
with a varimax rotation and six factors with eigenvalues greater than one were 
identified. A Scree test, however, suggested far fewer useful factors. The first factor 
accounted for much of the variance, 25.53%, with two additional factors accounting 
for 6.99% and 5.70% of variance, respectively. A subsequent Principal Components 
Factor Analysis with Varimax rotation of three deliberately extracted factors 
converged in six iterations.   
Satisfactory internal consistency among items was suggested by a 
Cronbach’s alpha (standardized) of .868. Despite this, only one factor on reached the 
0.7 acceptable alpha level of internal consistency (i.e., .804).  Moreover, little 
interpretive sense could be derived from the extracted factors which appeared to be 
influenced by both: (i) dichotomous response choices that affected item distributions; 
and (ii) item wording that presented a potential confound in covariance, making it 
impossible to untangle the conceptual from the grammatical influence. For example, 
items may have loaded on the same factor because they started with “I have…” or “I 
can…” or “I am…”, rather than because they defined conceptual differences.  
Items that clustered on factor one, tentatively referred to as ‘access to 
external support’, showed the largest influence on variance in results, while the other 
two factors showed small influence on variance and did not meet the internal 
reliability standard, in order to be considered sufficiently independent from factor 
one. In addition, children were observed to be less able to discriminate items 
requiring internal reflection and, instead, provided patterned or monotonous 
responses.  In addition, item wording appeared to underscore how items loaded onto  420  Chapter Ten: Development of a Resilience Questionnaire 
 
 
factors, implicating interpretation of the conceptual basis of the RQ.  
Qualitatively, and in order to check the face validity of children’s 
responses on the RQ, children were randomly asked to identify who they were 
considering when rating items. For example, when rating “I have people around me 
who make me laugh”, children were asked, “Who makes you laugh?” While these 
qualitative questions were not a formal part of the RQ, but were undertaken in 
conversation with children following completion of the questionnaire, their 
responses gave the impression that different aspects of their external environments 
were more salient for some items than others. For example, when rating the item “I 
have people I trust and who love me no matter what”, children consistently identified 
their families as being important in providing them with trust and love. In contrast, 
when rating the item “I have people who help me when I need to learn”, children 
identified teachers at school. These observations are consistent with suggestions that 
resilience is circumscribed, that is, different environments and relationships are more 
or less salient in different aspects of resilience (e.g. Constantine et al., 1999; 
Spaccarelli, 1994). These findings provided direction for the next phase of 
development for the RQ, a re-conceptualisation, in which the environmental and 
contextual influences on protective aspects of a child’s life were embedded into the 
measure. An examination of the item and scale level assumptions then followed.  
PHASE TWO:  
REFINEMENT OF THE RQ AND TEST OF ITS SCALING ASSUMPTIONS 
The range of hypothesized scales comprising the RQ was modified in the 
second phase of its development. This modification included incorporating different 
environmental and relationship contexts into items to provide a more fulsome picture   
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of children’s access to protective factors in their immediate environments and social 
networks. Six alternative hypothesized scales were developed for the second version 
of the RQ, RQ-2. Consistent with Kline’s (1994) recommendations for the number of 
items per scale useful for factor analysis, the total number of items representing each 
scale was increased. Moreover, Grotberg’s (1997) translations of “I have..”, “I 
can…” and “I am…” were discarded because little conceptual sense could be made 
from their factor loadings. One interpretation for this ambiguity is related to 
similarity in wording rather than conceptual similarity or distinctiveness, leading to 
all items loading principally on a single factor. Thus, the RQ-2, did not re-use these 
items.  
  
Phase Two Participant Sample 
 Two hundred and sixty five children from Project K.I.D.S (2007-2008) 
were included in the sample, which included 26 children who had participated two 
years earlier in the pilot of the RQ, and eight children (4-5 years old) recruited 
through a pre-primary school. The sample comprised 137 girls and 128 boys, ranging 
in age from 4.0 years to 11.41 years, with a mean age of 8.41 years (SD=1.41 years).  
 
Measure 
 The RQ-2 was comprised 55 statements covering six hypothesized scales. While 
Grotberg’s (1997) resilience statements were not retained, the three underpinning 
concepts of access to external support, internal resources and interpersonal skills, 
identified as commonly included in other resilience research, were retained. 
However, it was hypothesized that external support may be context specific, rather 
than a global feature of resilience. Conversations with children about their responses, 
during the pilot study, suggested that external support was provided by family 422  Chapter Ten: Development of a Resilience Questionnaire 
 
 
members, as well as by important figures outside of the family, such as teachers, and 
that there may be a difference between support, such as helping a child when sick, 
and unconditionality in familial relationships, usually with parents (i.e. I have people 
who I trust and who love me no matter what). Thus, external support from family 
members is perhaps different from the support received from teachers, family friends 
and sporting coaches, as examples. Moreover, while a child may receive help in 
learning or homework from members of their family, including older siblings, this 
construct was also thought to be different from access to the unconditional positive 
regard of a parent or primary care-giver. The delineation of external support made up 
three of the six hypothesized scales in the RQ-2. In addition to internal resources and 
interpersonal skills, optimism was also thought to be a protective feature of resilient 
children, and thus was also included. Therefore, the RQ-2 included the following six 
hypothesized scales: (i) access to extrafamilial support (represented by 12 items); (ii) 
access to intrafamilial support (15 items); (iii) internal resources (7 items); (iv) 
interpersonal skills (7 items); (v) access to unconditional positive regard (7 items); 
(vi) optimism (7 items).  
All item statements were again positively worded. While this was 
identified as possibly contributing to response acquiescence, reversing items into 
negative statements, which required children to negate in order to provide a positive 
appraisal of their sense of resilience, also raised many validity issues. Indeed, 
negatively worded items presented as a significant methodological challenge when 
used in the CRI. Similarly, the extreme acquiescence in distributions in phase one of 
the RQ also appeared to reflect dichotomous responding, which in part was related to 
the four-point response scale, but also to the tendency of young children to respond 
dichotomously (Bell, 2007; Borgers et al., 2004). Given that negatively worded 
response choices are developmentally problematic for young children, an alternative   
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was developed. Hence, in the current phase of development in the RQ-2, a 
dichotomous response option was presented first, followed by a five-point Likert 
scale.  This approach to response options was also used for the CRI, described 
earlier, which was developed at the same time as the RQ-2, despite being reported 
earlier in this thesis. The observations made in the pilot RQ study influenced the 
design of both the CRI and the RQ-2.  
Participants were first asked to make a dichotomous response choice, 
“Yes, this is true” or “No, this is not true”, then to rate the applicability of each 
statement for them by choosing from “This is never true”; “This is a little bit true”, 
“Sometimes this is true”, “This is true most of the time”; or This is always true”.  
The development of this response method took place in two parts. For 
children participating in Project K.I.D.S in 2007 (112 participants), the response 
method above was trialed. However, some children were observed to rate an item 
dichotomously as “No, this is not true” and then use the scaled responses “this is a 
little bit true” through to “this is always true”. Where this occurred, clarity was 
sought from children during the administration of the questionnaire, so as to avoid 
the incongruence in data experienced in the CRI. In the subsequent year, (153 
participants), this response method was modified to improve the consistency in 
children’s dichotomous and scaled responses. Children were asked to respond 
dichotomously, and then, only if they selected “Yes, this is true” were they instructed 
to provide a scaled response. Consequently, the scaled response options included 
“this is a little bit true” through to “this is always true”.  
In both of these versions, response choice was accompanied by a child-
friendly representation of the scale. For example, response choices were delivered 
using pictures of either a little girl or boy (corresponding to the participant’s sex) 
holding a flag that incrementally increased in colour. Items representing each of the 424  Chapter Ten: Development of a Resilience Questionnaire 
 
 
hypothesized scales are presented in Table 10.2 and a copy of the RQ-2 is also 
presented in Appendix DD. 
 
Analyses 
A multi-trait, multi-item analysis of the subscales of the RQ-2 was conducted to 
psychometrically evaluate the underlying scaling assumptions of the RQ-2. The goal 
of this analysis was to arrive at item and scale scoring algorithms to satisfy 
assumptions underpinning the inventory’s construction (Ware & Gandek, 1998). A 
multi-trait multi-item analysis begins with an examination of item-level 
characteristics (extent of missing data, frequency distributions, means and standard 
deviations) and then examines the first scaling assumption, that items are linearly 
related to the underlying concept being measured (Ware & Gandek). This analysis 
evaluates whether an item (i) is substantially linearly related to the total scale score 
(test of item internal consistency); (ii) contains roughly the same proportion of 
information about the measured construct (test of equality of item-scale 
correlations); and (iii) is a more robust measure of the hypothesized construct than 
of other constructs (test of item discriminant validity).  
Following procedures described by Ware and Gandek (1998) 
examination of scale-level characteristics followed. First, scales were scored and the 
properties of each scale were examined for comparability, focusing on means, 
standard deviations and frequency distributions, in particular an evaluation of the 
proportion of respondents scoring at the ceiling and floor levels of the scale. This 
was then followed by an analysis of internal consistency or reliability of each scale, 
and the unique reliability of variance measured in each scale, using a correlational 
analysis between scales which tests assumptions of scale discriminant validity. 
Table 10.2   
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Item Statements for the Resilience Questionnaire-2 
Resilience Questionnaire: Version Two 
Access to Extrafamilial Support 
There are a lot of different places that children go during the week, like kindy, school, play groups, 
sporting groups, music lessons etc. Tell me how true these sentences are about the people at your 
kindy or school or play group or sporting group or music lessons etc 
  EFS1  There are people around me who make me laugh.  
  EFS2  I do interesting things with the people around me.  
  EFS3  I like to make the people around me laugh.  
  EFS4  I have fun with the people around me.  
  EFS5  I have people around me who care about me.  
  EFS6  I have people around me who I trust.  
  EFS7  I have people who listen to me.  
  EFS8  I have people around me who I can talk to about things that frighten or bother 
me.  
  EFS9  I have people who give me instructions so I know when to stop before there is 
danger or trouble.  
  EFS10  There are people who help me when I need to learn. 
  EFS12  When I am in danger there are people who keep me safe.  
  EFS13  When I am naughty I have people who show me the right way to behave. 
Access to Intrafamilial Support 
Families have a mum and a dad, brothers and sisters, grandmas and grandmas, aunties, uncles, 
and cousins in them. Some families are really big, some are medium sized, and some are small. Tell 
me how true these sentences are about the people in YOUR family.  
  IFS1  I have people in my family who care about things that happen to me.  
  IFS2  There are people in my family who listen to me when I have something to say.  
  IFS3  When I am sick there is someone in my family who helps me.  
  IFS4  I have people in my family who show me how to do things by the way they do 
things.  
  IFS5  Someone in my family teaches me right from wrong.  
  IFS6  I have people in my family who make sure I am always safe.  
  IFS7  There are people in my family who I look up to.  
  IFS8  I have people in my family who want me to learn to do things on my own.  
  IFS9  I have people in my family who always want me to do my best.  
  IFS10  People in my family are proud of me.  
  IFS11  When I achieve something special, I have people in my family who tell me I did 
a great job.  
  IFS12  I do fun things with the people in my family.  
  IFS13  I go to fun places with the people in my family.  
  IFS14  I really love doing things with the people in my family.  
  IFS15  I enjoy hanging out and spending time with the people in my family 426  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Table 10.2 continued 
Resilience Questionnaire: Advanced Development 
Internal Resources 
These next sentences are about YOU, please tell me how true each of these sentences are for you. 
  IR1  I can usually look after myself. 
  IR2  When I face a problem, I can usually find a way to solve the problem.  
  IR3  I know how to find someone to help me when I need it.  
  IR4  I can figure out when it’s a good time to talk to someone when I need help.  
  IR5  If I try my best, I can do most things.  
  IR6  Even when things seem difficult or tricky, I can usually work them out.  
  IR7  I am pretty good at most things. 
Interpersonal Skills 
  IPS1  I am nice to other people. 
  IPS2  I like to do nice things for others.  
  IPS3  I feel bad when someone gets their feelings hurt.  
  IPS4  I try to understand what other people feel.  
  IPS5  I am willing to be responsible for what I do.  
  IPS6  I usually feel okay about talking to other people.  
  IPS7  When I speak with other people they usually listen to me. 
Unconditional Positive Regard 
  UPR1  I have people around me who I trust and who love me no matter what.  
  UPR2  It doesn’t matter what I do, I have people who always like and love me.  
  UPR3  Even when I behave badly or am in a grumpy mood, there are people who love 
and care for me anyway.  
  UPR4  It doesn’t matter what is happening, there is always someone around me who 
cares about me. 
  UPR5  There is someone around me who is interested in me even when life is really 
busy.  
  UPR6  I know the people around me who are suppose to look after me.  
  UPR7  I can be very naughty but there are people in my life who still love and care for 
me. 
Optimism 
  O1  I am sure things will turn out alright.  
  O2  I look forward to growing up.  
  O3  I usually think everything will turn out okay.  
  O4  No matter what happens as I grow up I will have people around me who will 
love me.  
  O5  There will always be people in my life who care about me.  
  O6  I know the kind of person I want to be when I grow up.  
  O7  There are lots of things I want to do when I grow up.   
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Results of Phase Two 
Analyses were pursued in several stages: (i) A principal components 
factor analysis; (ii) validity and reliability analysis of item-level scaling assumptions 
of the RQ-2; (iii) validity and reliability analysis of scale-level assumptions of the 
RQ-2 and (iii) convergent validity with other measurable constructs. All data and 
output files of results for phase two are presented in Appendix EE. 
Data Preparation and Screening. Data was prepared and screened 
according to the following item and scale characteristics: outliers among cases and 
variables; missing data analysis; distribution normality and linearity; and 
factorability of correlation matrix.  
Item Characteristics. A preliminary appreciation for the extent of 
missing or “out of range” data was necessary to evaluate summated ratings on a scale 
with any degree of confidence, as proposed by Ware and Gandek (1998). A high 
percentage of missing data may indicate difficulty in respondents’ interpretation of 
item wording or characteristic differences between groups of responding. Frequency 
distributions of individual items were used to determine if all response choices were 
used and to identify patterns across scales. The best items were determined to be 
those that had substantial variability reflected, ideally, in symmetrical or normal 
response distribution (Ware & Gandek).  
Given that this RQ-2 was trialed on a typically developing population of 
children, a negative skew in the frequency distributions (indicating that negative 
responses choices were reported less frequently than positive response choices) was 
expected. While variability in individual differences in protective factors  was also 
expected (across a typically developing population of children at least, according to 
paediatric mental health statistics), children’s capacity to internally reflect on 428  Chapter Ten: Development of a Resilience Questionnaire 
 
 
potential challenges to these protective factors, in the absence of any actual 
challenge, was also expected to constrain variability in individual differences.   
Item means and standard deviations were also examined in these preliminary 
analyses of item characteristics. According to the assumptions of Likert scaling 
criteria, item means should be equivalent and standard deviations approximately 
around 1.0. Table 10.3 represents these item descriptive statistics.  
Outliers. No univariate outliers at the item level were identified. Every 
response option was used for every item. Three cases were identified as multivariate 
outliers, showing out-of-range scores on three or more summed scales (corrected for 
missing values). There were, however, no special observations made of any of the 
three cases that would support excluding these cases and all data were retained. 
Incongruent responding on individual items between dichotomous response choices 
and scale responses, that had not been addressed during the administration of the 
RQ-2, was identified during the data screening process and these items were 
excluded pairwise from subsequent analysis.   
Missing values analysis. An analysis of missing values revealed that no 
item had more than 6% of cases missing, with most items less than 3% missing. 
There did not appear to be any particular patterns emerging from this analysis of 
missing values, although most cases had a least one item missing. This is not 
uncommon for lengthy inventories, nor for self-report scales used with children 
(Friborg et al., 2006). Missing data was excluded from analyses pairwise, as this is 
the most supportable option for small rates of missing data.  
Normality and Linearity. Frequency distributions were used to identify 
the degree of normality in responses obtained from the RQ-2. Ideally, multivariate 
normality is assumed when statistical inferences are used to determine the number of   
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Table 10.3  
Item Descriptive Statistics of the Resilience Questionnaire-2 
Items        Response values frequency (%) 
Missing  (%)  N  Mean  SD  0 1 2 3 4 
Extra familial Support (EFS) 
EFS1  2.3  259  2.49  1.29 12.8  4.5  28.7 25.7 26.0 
EFS2  5.3  251  2.69 1.14 5.3  7.9 24.5  29.8  27.2 
EFS3  4.5  253  2.50  1.37 13.6  7.9  19.6 26.0 28.3 
EFS4  1.1  262  3.26 0.93 1.5  3.8 12.5  30.9  50.2 
EFS5 1.9  260  3.28  0.94  2.3  3.8  8.7  32.5  50.9 
EFS6  1.5  261  2.90 1.13 5.7  4.9 18.9  32.8  36.2 
EFS7  2.6  258  2.76 1.03 2.6  9.4 20.8  38.9  25.7 
EFS8  6.0  249  2.22  1.35 14.7 14.7 18.5 27.5 18.5 
EFS9  3.4  256  2.90 1.21 7.5  4.5 17.0  28.7  38.9 
EFS10  3.0  257  3.01 1.12 4.9  5.7 14.0  31.3  41.1 
EFS11  1.5  261  3.00 1.21 6.4  6.0 14.7  25.3  46.0 
EFS12  5.7  250  2.61  1.37 11.7  9.4  15.5 24.9 32.8 
Intra familial Support (IFS) 
IFS1 1.1  262  3.54  0.89  1.1  4.5  6.4  14.7  72.1 
IFS2  1.5  261  3.01 1.07 4.5  2.6 20.4  30.9  40.0 
IFS3 1.1  262  3.57  0.86  1.5  3.0  6.4  14.7  73.2 
IFS4  2.6  258  2.90 1.16 6.4  5.3 17.0  32.1  36.6 
IFS5  0.4  264  2.89 1.31 8.7  9.1 12.8  23.4  45.7 
IFS6 0.4  264  3.52  0.88  1.5  3.8  6.0  18.9  69.4 
IFS7  1.9  260  3.04 1.07 3.4  5.7 16.6  30.6  41.9 
IFS8  4.2  254  2.74 1.30 9.1  8.3 17.0  26.0  35.5 
IFS9 0.8  263  3.51  0.87  1.1  4.2  5.7  20.0  68.3 
IFS10 0.4  264  3.42  0.91  2.3  3.0  6.4  26.8  61.1 
IFS11 0.0  265  3.45  0.95  2.6  2.6  8.7  18.9  67.2 
IFS12  1.5  261  3.08 1.06 2.6  6.4 17.0  27.2  45.3 
IFS13  0.8  263  2.95 1.03 1.9  6.4 24.2  28.7  38.1 
IFS14  0.4  264  3.33 0.93 1.1  4.5 11.3  26.4  56.2 
IFS15  1.5  261  3.27 0.96 1.9  4.2 12.1  27.9  52.5 
Internal Resources (IR) 
IR1  1.9  260  2.94 1.12 6.8  2.6 15.5  37.7  35.5 
IR2  3.0  257  2.80 1.08 4.5  6.4 21.5  35.8  28.7 
IR3  1.9  260  3.06 1.04 3.4  4.9 15.1  33.6  41.1 
IR4  3.0  257  3.03 1.00 2.3  5.3 17.7  34.0  37.7 
IR5  0.4  264  3.28 0.89 1.1  3.4 12.1  33.6  49.4 
IR6  1.9  260  2.93 1.03 3.4  4.9 20.4  35.5  34.0 
IR7  1.1  262  3.09 0.98 1.9  5.7 14.7  35.8  40.8 
Interpersonal Skills (IPS) 
IPS1  0.8  263  3.36 0.80 0.4  1.5 13.2  30.9  53.2 
IPS2  1.1  262  3.30 0.91 1.5  3.4 11.3  30.6  52.1 
IPS3  2.3  259  3.12 1.17 4.5  7.5 12.1  21.5  52.1 
IPS4  1.9  260  3.00 1.03 3.4  5.3 15.8  36.6  37.0 
IPS5  2.3  259  3.08 0.99 2.6  3.8 16.6  34.3  40.4 
IPS6  1.5  261  2.95 1.07 3.0  7.2 18.9  32.5  37.0 
IPS7  3.4  256  2.68 1.13 6.8  5.7 24.2  35.1  24.9 
Note: EFS = Extrafamilial Support; IFS = Intrafamilial Support; IR = Internal Resources; IPS = 
Interpersonal Skills; UPR = Unconditional Positive Regard; O = Optimism; Response key: 
0=Never true 
1=A little bit true 
2=Sometimes this is true 
3=True most of the time 
4=Always true 430  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Table 10.3 Continued  
 
Items        Response values frequency (%) 
Missing  (%)  N  Mean  SD  0 1 2 3 4 
Unconditional Positive Regard (UPR) 
UPR1 1.1  262  3.31  1.04  3.0  4.9  9.8  21.5  59.6 
UPR2  2.6  258 3.37 .98 2.6 3.4 9.4  21.5  60.4 
UPR3  2.3  259  3.12 1.14 4.5  6.0 13.2  24.5  49.4 
UPR4  1.5  261  3.25 1.04 3.0  4.5 12.5  23.0  55.5 
UPR5  4.5  264  2.89 1.16 4.5  8.7 16.6  28.7  37.0 
UPR6  2.6  255  3.28  .99  2.6  3.4  12.1 24.9 54.3 
UPR7  3.8  261  3.14 1.23 5.7  7.5 10.2  17.0  55.8 
Optimism (O) 
O1  2.3  259  3.01 1.08 3.8  5.3 17.7  30.2  40.8 
O2  5.7  250  2.88  1.42 12.8  4.5  10.9 19.2 46.8 
O3  4.2  254  2.88 1.10 3.8  9.1 14.3  37.0  31.7 
O4  1.9  260 3.46 .91 2.3 1.9 9.4  19.2  65.3 
O5  .4  264 3.57 .84 1.5 2.6 6.0  16.6  72.8 
O6 3.8  255  3.07  1.25  7.5  5.7  9.1  23.8  50.2 
O7 1.5  261  3.28  1.17  6.4  3.4  9.1  17.4  62.3 
Note: EFS = Extrafamilial Support; IFS = Intrafamilial Support; IR = Internal Resources; IPS = 
Interpersonal Skills; UPR = Unconditional Positive Regard; O = Optimism; Response key: 
0=Never true 
1=A little bit true 
2=Sometimes this is true 
3=True most of the time 
4=Always true 
  
 
factors (Tebachnick & Fidell, 2001). Conceding that failures in normality degrade 
the solution, there are instances in which such results are to be expected and 
accepted (Ware & Gandek, 1998). There were several factors influencing the failure 
to achieve normality in the current study. It is reasonable to assume some individual 
differences between children on variables, such as the protective factors targeted in 
the RQ-2. However, it was less reasonable to assume an even response distribution, 
because children targeted in this sample were from a typically developing 
population. While vulnerable children were not targeted, there is the possibility that 
some children were more vulnerable than others. Nonetheless, there was no reason to 
expect a large degree of vulnerability in this sample. Consequently, a negative skew 
or ceiling effect was expected. However, the tendency of children to rate items 
dichotomously in their scaled responses, as observed during the pilot study, and with 
the RQ, which also contributed to non-normality in the response distribution, was   
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successfully addressed in this study. Asking children to respond first to items 
dichotomously, followed by their scaled responses to items, increased the likelihood 
that children would use all of the scale, because they had already provided a firm yes 
or  no response to each question. These response options encouraged greater 
variability in children’s responses, thus improving item distributions.  
Multivariate normality also assumes that the relationship between 
variables is linear (Tabachnick & Fidell, 2001). The skewness of variables identified 
in frequency distributions suggests the possibility of curvilinearity among pairs of 
variables. Examination of all pairwise scatter plots, however, was not practicable for 
the RQ-2 data. Given the non-symmetry of the item distributions, it was likely there 
were some violations to linearity among variables. A spot check on plots of summed 
scale scores was undertaken and no evidence of true curvilinearity was found and the 
data’s suitability for a factor analysis was examined next. 
Factorability.  As a preliminary screen for factorability, a correlation 
matrix between items on the RQ-2 was computed. Many significant bivariate 
correlations were found to exceed the suggested threshold of 0.3 (Kline, 1994). The 
KMO measure of sampling adequacy was 0.900, suggesting that the correlation 
matrix was sufficiently large enough for a factor analysis (Tabachnick & Fidell, 
2001).  
Preliminary Analyses of the RQ-2 
Factor Analysis. The 55 items across six hypothesized scales were 
submitted to psychometric analysis. A PCFA was again the most appropriate option 
of examination of item groups underlying resilience, because it is an exploratory 
analysis (Tabachnick & Fidell, 2001). A PCFA identified communalities in the order 
of 0.539-0.782. Thirteen factors with eigenvalue greater than one were identified, but 432  Chapter Ten: Development of a Resilience Questionnaire 
 
 
the scree test suggested far fewer useful factors. Four and five factor solutions were 
intentionally extracted to explore the most interpretable solution. Both solutions 
were submitted to both a varimax and direct oblimin rotation. Both methods of 
rotation gave similar results, suggesting the data set was sufficient and the patterns of 
correlation were clear.  However, the different rotational options were explored with 
the view to identifying the rotation that best supported the interpretability of item 
descriptions and how they conceptually related to one another within factors 
(Tabachnick & Fidell, 2001).  
In this case, while a four factor solution was better supported by scale 
reliability and multi-trait/multi-item analysis, a five factor solution best supported 
interpretability and showed adequate scale reliability and item characteristics. A five 
factor solution was within the factorial order of magnitude suggested by the scree 
test and was thus pursued using a direct oblimin rotation. Principal components 
factoring with five factors, intentionally extracted, converged in 22 rotational 
iterations (25 rotational iterations is the default set by SPSS as a reasonable number 
of iterations in which a solution should converge), accounting for 45.17% of the 
variance. All five factors met Kline’s (1994, p72) criterion of being defined by at 
least three variables/items. One item (IR2: “when I face a problem, I can usually find 
a way to solve the problem”) did not load on any factor at 0.3 or higher, which is 
considered the minimal acceptable level of loading (Kline), and it was removed from 
the final solution. Thirteen items loaded at 0.6 or higher, which is considered a 
stronger “benchmark” of representativeness on a factor. The remaining 41 items 
loaded between 0.3 and 0.6. Eleven items had loadings of 0.3 or higher on more than 
one factor. Where there was a discriminatory difference between loadings (x>.1), an 
item was assumed to represent the scale with which it shared the highest factor score. 
Exploratory analyses were then undertaken to assess the conceptual differences   
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between loadings and the impact on interpretation of removing ‘cross-loaded’ items 
where a discriminatory difference in factor scores could not be made. Ten items were 
removed from subsequent analysis on this basis (IFS4, IFS6, IFS7, IFS11; IR1, IR4, 
IR5; IPS1, O1, O6).  
Two factors were conceptually consistent with two of the six 
hypothesized scales: unconditional positive regard (factor 1) and intrafamilial 
support (factor 4). Extrafamilial support was split between two factors, which 
underpinned the decision to explore a five-factor solution over a more 
mathematically supportable four-factor solution in which extrafamilial support was 
collapsed. Extrafamilial support was conceptually divided between people outside 
the family who set limits and provide safety (factor 2), from caring and enjoyable 
relationships outside of the family (factor 5). The final factor (3) was conceptually 
underpinned by items representing interpersonal skill and absorbed items from the 
internal resources and optimism scales. The pattern matrix for the RQ-2’s final factor 
solution is presented in Table 10.4. Therefore, factor one was thought to represent 
unconditional positive regard; factor two, boundaries, limits and safety in 
interpersonal relationships; factor three, interpersonal competence and confidence; 
factor four, meaningful participation in intrafamilial environments; and factor five, 
meaningful participation in extrafamilial environments.  
 
Test of Scaling Assumptions 
The five scales extracted from the exploratory PCFA were submitted to 
further psychometric analyses in a process that incorporated several stages. First, 
internal consistency within extracted scales was assessed using Cronbach’s alpha 
(see Table 10.4). Second, scale and item validity and reliability were assessed using 
Ware and Gandek’s (1998) guidelines for multi-trait multi-item analysis. These steps  434  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Table 10.4  
Pattern Matrix and Standardized Alpha for RQ-2 Items According to the Five Factor 
Solution.   
 
Item 
Factor 
1 2 3 4 5 
Factor 1 (α=.857) Unconditional Positive Regard       
UPR3  Even when I behave badly or am in a 
grumpy mood, there are people who love 
and care for me anyway. 
.760      
UPR2  It doesn’t matter what I do, I will always 
have people who like and love me. 
.760      
UPR4  It doesn’t matter what is happening, there 
is always someone around me who cared 
about me. 
.753      
UPR1  I have people around me who I trust and 
who love me no matter what. 
.728      
O4  No matter what happens as I grow up, I 
will have people around me who will love 
me.  
.717      
UPR7  I can be very naughty but there are people 
in my life who still love and care for me.  
.627      
O5  There will always be people in my life 
who care about me.  
.587    .354  
UPR6  I know the people around me who are 
suppose to look after me.  
.514  .315    
IFS1  I have people in my family who care about 
things that happen to me.   
.488      
UPR5  There is someone around me who is 
interested in me even when life gets really 
busy. 
.451      
IFS3  When I am sick there is someone in my 
family who helps me. 
.374      
 
Factor 2 (α=.818) Boundaries, Limits and Safety in 
Interpersonal Relationships 
     
EFS12  When I am naughty, I have people who 
show me the right way to behave.  
 .635      
EFS9  I have people around me who give me 
instructions so I know when to stop before 
there is danger or trouble. 
 .620      
EFS8  I have people around me who I can talk to 
about things that frighten or bother me.  
 .574    .574 
IFS5  Someone in my family teaches me right 
from wrong.  
 .509      
IPS3  I feel bad when someone gets their 
feelings hurt.  
 .459      
EFS11  When I am in danger there are people who 
keep me safe. 
 .458    .368 
EFS10  There are people who help me when I need 
to learn 
 .455      
EFS7  I have people who listen to me.    .379         
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Table 10.4 continued 
 Factor 
Item  1 2 3 4 5 
 
Factor 3 (α=.810) Interpersonal Competence and 
Confidence 
     
IPS4  I try to understand how other people feel.       .596     
IPS6  I usually feel okay about talking to other 
people 
   .566    
IR2  When I face a problem, I can usually find a 
way to solve the problem. 
   .556    
IR3  I know how to find someone to help me 
we I need it.  
   .552    
IR6  Even when things seem difficult or tricky, 
I can usually work them out. 
   .545    
O2  I look forward to growing up.       .541     
O3  I usually think everything will turn out 
okay.  
   .526    
IPS5  I am willing to be responsible for what I 
do.  
   .519    
IPS7  When I speak to other people they usually 
listen to me.  
.333  .464    
IPS2  I like to do nice things for others.       .406     
IR7  I am pretty good at most things.      .396     
O7  There are lots of things I want to do when I 
grow up.  
   .303    
Factor 4 (α=.861) Meaningful Participation in 
Intrafamilial Environments 
     
IFS8  There are people in my family who want 
me to learn to do things on my own.  
    . 6 5 1    
IFS14  I really do love doing things with people in 
my family.  
    . 6 4 9    
IFS13  I go to fun places with people in my 
family.  
    . 6 4 5    
IFS15  I enjoy hanging out or spending time with 
my family.  
    . 6 0 8    
IFS9  I have people in my family who always 
want me to do my best.  
    . 5 6 3    
IFS10  People in my family are proud of me.         .562   
IFS12  I do fun things with the people in my 
family.  
    . 5 5 1    
IFS2  There are people in my family who listen 
to me when I have something to say. 
    . 4 1 7    
       
Factor 5 (α=.700) Meaningful Participation in 
Extrafamilial Environments 
     
EFS1  There are people around me who make me 
laugh. 
     . 6 6 7  
EFS2  I do interesting activities with people 
around me. 
     . 6 5 0  
EFS4  I have fun with the people around me.           .621 
EFS6  I have people around me who I trust.           .481 
EFS3  I like to make people around me laugh.          .451 
EFS5  I have people around me who care about 
me. 
     . 4 0 9  
 436  Chapter Ten: Development of a Resilience Questionnaire 
 
 
 are described below.   
 
Item-level Analysis 
Scaling assumption 1: The first scaling assumption, applied to this data, evaluated 
the equality in item-scale correlations, that is, whether items in a given scale 
contributed roughly equal proportions of information to the total scale score. This 
forms the basis for either including or not including an item in a scale (Ware & 
Gandek, 1998). Accordingly, Ware and Gandek suggest an item is considered 
substantial or satisfactory if the item correlates 0.4 or more with the hypothesized 
scale, except in cases where a particular item defines the extremes of a scale range, 
in which case the decision is made to retain an item that had an item-scale 
correlation of less than the usual 0.4 standard. Items that contributed roughly equal 
item-scale correlations were retained and given equal weight (these may vary 
between 0.4-0.7 across items in the same scale), while items that did not contribute 
enough information were excluded (Ware & Gandek, 1998). The resultant multi-
trait/multi-item correlation matrix is represented in Table 10.5. 
Scaling Assumption 2: The second scaling assumption tested in the 
multi-trait multi-item analysis was whether each item was linearly related to the 
underlying concept being measured. Correlations between each scale (or factor) with 
its defining items (or variables), as well as each item’s correlation with all other 
scales, were thus calculated using Pearson bivariate correlational analysis.  The scale 
scores used in this analysis were corrected for item overlap (Howard & Forehand, 
1962). Results from this correlational analysis are also presented in Table 10.5.   
Scaling Assumption 3: The third item-level scaling assumption involved 
an analysis of each item’s discriminant validity. Discriminant validity between items 
is important for ensuring the integrity of each item grouping (Ware & Gandek,   
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1998). In the multi-trait multi-item correlation matrix, discriminant validity was 
supported if the item-scale (factor) correlation for the hypothesized factor was 
significantly greater than the item-scale correlation for all other factors measured. 
Campbell and Fiske (1959) hold that the default significance level for comparing two 
correlations is two times the standard error of the correlation coefficient, with 95% 
confidence. The standard error of a correlation coefficient (SEC) is approximately 
one divided by the square root of the sample size. So, the SEC = 2 x (1/√ n ). This 
significance level was applied to the correlational analysis of item-discriminant 
validity and is presented in Table 10.6.  
SEC Values of 2 indicate that an item has sufficient discriminant 
validity, while a value of 1 indicates that the target item-scale correlation is greater 
than any other item-scale correlation but has not met significance criteria. Values of -
1 and -2, however, suggest that the item has failed the test of item discriminant 
validity. If this failure is related to low internal consistency, then inclusion of the 
item will reduce the efficiency of the scale (Campbell & Fiske, 1959; Ware & 
Gandek, 1998). If the failure is related to an item’s substantial correlation with other 
scales, this will obfuscate or confuse scales, complicating their interpretation (Ware 
& Gandek). In addition if an item-hypothesized scale correlation is higher than 
competing correlations but not significant, such an item too should be re-examined, 
accounting for sample size and the number of items representing the scale and, if 
accepted on a preliminary basis, should then be submitted to further study with a 
larger sample.   
Table 10.5   
Test of Scaling Assumptions of the Resilience Questionnaire-2 
Item Pearson  Item-Scale  (Factor) Correlations (F) 
Description Mean  SD  F1  F2  F3  F4  F5 
Factor 1: Unconditional Positive Regard 
1  Even when I behave badly or am in a grumpy mood, there are people who love and care for me anyway.  3.11  1.14  .614  .354 .345 .381 .268 
2  It doesn’t matter what I do, I will always have people who like and love me.  3.37  .98  .784  .418 .419 .530 .369 
3  It doesn’t matter what is happening, there is always someone around me who cares about me.  3.25  1.04  .743  .450 .477 .448 .355 
4  I have people around me who I trust and who love me no matter what.  3.31  1.04  .680  .425 .411 .446 .423 
5  No matter what happens as I grow up, I will have people around me who will love me.   3.46  .91  .711  .449 .482. .584 .345 
6  I can be very naughty but there are people in my life who still love and care for me.   3.14  1.23  .608  .364 .339 .492 .315 
7  There will always be people in my life who care about me.   3.57  .84  .600  .326 .330 .546 .216 
8  I know the people around me who are suppose to look after me.   3.28  .99  .612  .438 .525 .471 .350 
9  I have people in my family who care about things that happen to me.    3.54  .89  .582  .393 .327 .484 .253 
10  There is someone around me who is interested in me even when life gets really busy.  2.89  1.16  .372  .368 .450 .561 .373 
11  When I am sick there is someone in my family who helps me.  3.57  .86  .372  .305 .175 .416 .188 
Factor 2: Boundaries, Limits and Safety in Interpersonal Relationships 
1  When I am naughty, I have people who show me the right way to behave.   2.61  1.37  .333  .543  .314 .296  .217 
2  I have people around me who give me instructions so I know when to stop before there is danger or trouble.  2.90  1.21  .214  .538  .299 .334  .351 
3  I have people around me who I can talk to about things that frighten or bother me.   2.22  1.35  .217  .539  .267 .323  .392 
4  Someone in my family teaches me right from wrong.   2.89 1.31 .406 .468  .293 .413  .325 
5  I feel bad when someone gets their feelings hurt.   3.12  1.17  .340  .417  .359 .341  .266 
6  When I am in danger there are people who keep me safe.  3.00  1.21  .423  .616  .378 .412  .511 
7  There are people who help me when I need to learn  3.01  1.12  .318  .457  .250 .376  .316 
8  I have people who listen to me.  2.78 1.03 .368 .463  .431 .419  .427 
Note: Item-scale correlations are corrected for overlap; Bolded figure represent highest correlation values. Discriminant validity is determined according to the following categorization of correlations: +2=Item-scale correlation 
is significantly greater than competing item-scale correlations; +1=Item-scale correlation is greater than competing correlations, but not significantly so; 1=Item- scale correlation is less than competing correlations, but not 
significantly so; -2  =Item-scale correlation is significantly less than competing correlations.  
 
Table 10.5 Continued 
Item  Pearson Item-Scale (Factor)Correlations (F) 
Description Mean  SD  F1  F2  F3  F4  F5 
Factor 3: Interpersonal Competence and Confidence 
1  I try to understand how other people feel.   3.00  1.03  .258  .359  .473  .315 .257 
2  I usually feel okay about talking to other people  2.95  1.07  .294  .340  .537  .378 .218 
3  When I face a problem, I can usually find a way to solve the problem.  2.80 1.08  .265 .157 .385  .288 .095 
4  I know how to find someone to help me we I need it.   3.06  1.04  .373  .346  .514  .423 .253 
5  Even when things seem difficult or tricky, I can usually work them out.  2.93  1.03  .180  .117  .384  .280 .173 
6  I look forward to growing up.   2.88 1.42  .163 .167 .396  .182 .088 
7  I usually think everything will turn out okay.   2.87  1.10  .443  .415  .573  .460 .304 
8  I am willing to be responsible for what I do.   3.08  .99  .303  .313  .496  .326 .278 
9  When I speak to other people they usually listen to me.   2.68  1.13  .480  .386  .542  .408 .343 
10  I like to do nice things for others.   3.30 .91  .427  .457  .467  .412 .430 
11  I am pretty good at most things.  3.09 .98  .334  .183  .422  .344 .280 
12  There are lots of things I want to do when I grow up.   3.28  1.17  .247  .172  .318  .260 .159 
Factor 4: Meaningful Participation in Intrafamilial Environments 
1  There are people in my family who want me to learn to do things on my own.   2.74  1.30  .191  .201  .314  .420  .175 
2  I really do love doing things with people in my family.   3.33  .93  .496  .402  .397  .682  .292 
3  I go to fun places with people in my family.   2.95  1.03  .394  .366  .394  .618  .298 
4  I enjoy hanging out or spending time with my family.   3.27  .96  .499  .438  .355  .661  .344 
5  I have people in my family who always want me to do my best.   3.51 .87  .392  .341  .431  .514  .218 
6  People in my family are proud of me.   3.42  .91  .505  .322  .399  .605  .228 
7  I do fun things with the people in my family.   3.08  1.06  .472  .383  .412  .653  .272 
8  There are people in my family who listen to me when I have something to say.  3.01  1.07  .540  .453  .466  .619  .387 
Note: Item-scale correlations are corrected for overlap; Bolded figure represent highest correlation values. Discriminant validity is determined according to the following categorization of correlations: +2=Item-scale correlation 
is significantly greater than competing item-scale correlations; +1=Item-scale correlation is greater than competing correlations, but not significantly so; 1=Item- scale correlation is less than competing correlations, but not 
significantly so; -2  =Item-scale correlation is significantly less than competing correlations.  
 
Table 10.5 Continued 
Item  Pearson Item-Scale (Factor)Correlations (F) 
Description Mean  SD  F1  F2  F3  F4  F5 
Factor 5: Meaningful Participation in Extrafamilial Environments 
1  There are people around me who make me laugh.  2.49  1.29  .197  .268  .195  .167  .454 
2  I do interesting activities with people around me.  2.69  1.14  .220  .353  .244  .275  .413 
3  I have fun with the people around me.   3.26  .93  .290  .367  .386  .333  .463 
4  I have people around me who I trust.   2.90  1.13  .334  .476  .358  .316  .449 
5  I like to make people around me laugh.  2.50  1.37  .243  .307  .207  .258  .369 
6  I have people around me who care about me.  3.28  .94  .438  .391  .355  .367  .335 
Note: Item-scale correlations are corrected for overlap; Bolded figure represent highest correlation values. Discriminant validity is determined according to the following categorization of correlations: +2=Item-scale correlation 
is significantly greater than competing item-scale correlations; +1=Item-scale correlation is greater than competing correlations, but not significantly so; 1=Item- scale correlation is less than competing correlations, but not 
significantly so; -2  =Item-scale correlation is significantly less than competing correlations. 
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Table 10.6 
Discriminant Validity of Items on the RQ-2 
Item    Levels of Item-Scaling Success   
No. n  Mean  SD  2xSE  F1  F2  F3  F4  F5 
Items Defining Factor 1 (=.90) Unconditional Positive Regard 
Item 1  259  3.11  1.14  .124  2        
Item 2  258  3.37  0.98  .124  2        
Item 3  261  3.25  1.04  .124  2        
Item 4  262  3.31  1.04  .124  2        
Item 5  260  3.46  0.91  .124  2        
Item 6  255  3.14  1.23  .125  1         
Item 7  264  3.57  0.84  .123  1         
Item 8  258  3.28  0.99  .125  2        
Item 9  262  3.54  0.89  .124  1         
Item 10  253  2.89  1.16  .126  -2        
Item 11  262  3.57  0.86  .124  -2        
Items Defining Factor 2  (=.82) Boundaries, Limits and Safety in Interpersonal Relationships 
Item 1  250  2.61  1.37  .126    2    
Item 2  256  2.90  1.21  .125   2    
Item 3  249  2.22  1.35  .127    2     
Item 4  264  2.89  1.31  .123    1       
Item 5  259  3.12  1.17  .124    1       
Item 6  261  3.00  1.21  .124    1    
Item 7  257  3.01  1.12  .125    1       
Item 8  258  2.78  1.03  .125    1       
Items Defining Factor 3 (=.81) Interpersonal Confidence and Competence   
Item 1  260  3.00  1.03  .124      1    
Item 2  261  2.95  1.07  .124     2    
Item 3  257  2.80  1.08  .125      1    
Item 4  260  3.06  1.04  .124      1    
Item 5  260  2.93  1.03  .124      1    
Item 6  250  2.88  1.42  .126     2    
Item 7  254  2.87  1.10  .125      1    
Item 8  259  3.08  0.99  .124     2    
Item 9  256  2.68  1.13  .125      1    
Item 10  262  3.30  0.91  .124      1    
Item 11  262  3.09  0.98  .124      1    
Item 12  261  3.28  1.17  .124      1    442  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Table 10.6 continued 
Item    Levels of Item-Scaling 
Success 
 
No. n  Mean  SD  2xSE  F1  F2  F3  F4  F5 
Items Defining Factor 4 (=.86) Meaningful Participation in Intrafamilial Environments 
Item 1  254  2.74  1.30  .125       1  
Item 2  264  3.33  0.93  .123        2   
Item 3  263  2.95  1.03  .123        2   
Item 4  261  3.27  0.96  .124        2   
Item 5  263  3.51  0.87  .123       1  
Item 6  264  3.42  0.91  .123       1  
Item 7  261  3.08  1.06  .124        2   
Item 8  261  3.01  1.07  .124       1  
Items Defining Factor 5 (=.70) Meaningful Participation in Extrafamilial Environments 
Item 1  259  2.49  1.29  .124         2 
Item 2  251  2.69  1.14  .126         1 
Item 3  262  3.26  0.93  .124         1 
Item 4  261  2.90  1.13  .124         1 
Item 5  253  2.50  1.37  .126         1 
Item 6  260  3.28  0.94  .124         1 
 
 
On the basis of these results, all items that failed the test of discriminant 
validity (i.e. -1 and -2 items) were discarded from the RQ-2. Given the small sample 
size (n=265) and the exploratory (as opposed to confirmatory) nature of this 
endeavour, which was to develop the RQ-2 for use in future evaluations of programs, 
such as the PB and Little Steps program, all items which had greater target item-scale 
correlations than competing item-scale correlations were examined qualitatively to 
further inform refinement of this measure. Although most of these items were 
retained, one item was removed as it did not conceptually relate to its scale 
(boundaries, limits and safety in extrafamilial environments, item 5: I feel bad when 
someone gets their feelings hurt). A list of items that were retained, defining the RQ-
2, is presented in Table 10.7, along with an interpretation of each factor’s conceptual 
meaning.  443 
 
 
Table 10.7  
The Modified Resilience Questionnaire-2 
Items and Scale Internal Consistency of the RQ-2 
Unconditional Positive Regard (α=.90) 
1.  Even when I behave badly or am in a grumpy mood, there are people who love and care for 
me anyway.  
2.  It doesn’t matter what I do, I have people who always like and love me.  
3.  It doesn’t matter what is happening, there is always someone around me who cares about me.  
4.  I have people around me who I trust and who love me no matter what.  
5.  No matter what happens as I grow up, I will have people around me who will love me.  
6.  I can be very naughty but there are people in my life who still love and care for me.  
7.  There will always be people in my life who will care about me.  
8.  I know the people around me who are supposed to look after me.  
9.  I have people in my family who care about things that happen to me.  
Boundaries Limits and Safety in Interpersonal Relationships (α=.82) 
1.  When I am naughty, I have people who show me the right way to behave.  
2.  I have people who give me instructions so I know when to stop before there is danger or 
trouble.  
3.  I have people around me who I can talk to about things that frighten or bother me.  
4.  Someone in my family teaches me right from wrong.  
5.  When I am in danger, there are people who keep me safe  
6.  There are people who help me when I need to learn.  
7.  I have people who listen to me.  
Interpersonal Competence and Confidence (α=.81) 
These next sentences are about YOU, please tell me how true each of these sentences are for you.  
1.  I try to understand how other people feel.  
2.  I usually feel okay about talking to other people. 
3.  When I face a problem, I can usually find a way to sole the problem. 
4.  I know how to find someone to help me when I need it.  
5.  Even when things seem difficult or tricky, I can usually work them out. 
6.  I look forward to growing up.  
7.  I usually think things will turn out okay.  
8.  I am willing to be responsible for what I do.  
9.  When I speak with other people they usually listen to me.  
10. I like to do nice things for others.  
11. I am pretty good at most things.  
12. There are a lot of things I want to do when I grow up.  444  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Table 10.7 continued 
Items and Scale Internal Consistency of the RQ-2 
Meaningful Participation in Intrafamilial Environments (α=.86) 
Families have a mum and a dad, brothers and sisters, grandmas and grandpas, aunties, 
uncles, cousins in them. Some families are really big, some are medium sized and some are 
small. Tell me how true these sentences are about the people in YOUR family.  
1. I have people in my family who want me to learn to do things on my own.  
2. I really love doing things with the people in my family.  
3. I go to fun places with the people in my family.  
4. I enjoy hanging out and spending time with the people in my family.  
5. I have people in my family who always want me to do my best.  
6. People in my family are proud of me.  
7. I do fun things with the people in my family.  
8. There are people in my family who listen to me when I have something to say.  
Meaningful Participation in Extrafamilial Environments (α=.70) 
There are a lot of different places that children go during the week, like kindy, school, play 
groups, sporting groups, music lessons etc. Tell me how true these sentences are about the 
people at your kindy, school, play groups, sporting groups, music lessons etc.  
1.  There are people around me who make me laugh.  
2.  I do interesting things with the people around me. 
3.  I have fun with the people around me.  
4.  I have people around me who I trust.  
5.  I like to make the people around me laugh.  
6.  I have people around me who care about me. 
 
 
Four of five scales were adequately represented by at least three items, 
all of which met the discriminant validity scaling assumption. The fifth scale, 
conceptually related to meaningful participation in a child’s extrafamilial 
environment, failed to meet this assumption. One item in the fifth scale met scaling 
criteria, while the remaining items only achieved greater target item-scale 
correlations than competing item-scale correlations, but these were not statistically 
significant. Qualitative inspection of items indicated that, with modification to their 
wording, they should be retained, because the underpinning conceptualization was 445 
 
 
distinct from other aspects of a child’s access to their extrafamilial environment. A 
child’s enjoyment, satisfaction and sense of belonging to settings outside their family 
fulfill important socialization needs in their development (Parker, Rubin, Erath, 
Wojslawowicz & Buskirk, 2006) which is distinct from the presence of people in 
these environments, such as a school and sporting groups, who set boundaries and 
limits for appropriate and safe behaviour. While discriminant validity of these items 
might have been better if a larger sample had completed the RQ-2 (Ware & Gandek, 
1998), it is likely that ‘bloated specifics’, or linguistic repetitions, in item wording 
have also contributed to the lack of differentiation between these items and other 
scales, as well as between items within this scale (Kline, 1994).  
 
Scale-Level Analysis 
Scale-level Internal Consistency: All five extracted factors or scales 
reached the critical reliability threshold for Cronbach’s alpha of 0.7 (Nunnally, 
1978). Internal consistency results are presented in Table 10.7, estimated with 
Cronbach’s alpha scores (standardised), along with a finalized list of item statements 
used in this analysis.  
 
Phase Two Discussion 
The scales to emerge in the construction of the RQ-2 were consistent 
with scales described by Constantine et al.’s (1999) California Healthy Kids 
Resilience Module. ‘Meaningful participation in intrafamilial and extrafamilial 
environments’ as well as ‘boundaries and safety in interpersonal relationships’ were 
consistent with Constantine et al.’s external assets of caring relationships and 
meaningful participation. In addition, the RQ-2 scale of ‘interpersonal competence’ 
and confidence’ seemed consistent with Constantine et al.’s (1999) internal assets of 446  Chapter Ten: Development of a Resilience Questionnaire 
 
 
‘social competence’ and ‘autonomy and sense of self’. However, ‘unconditional 
positive regard’, which was the most psychometrically robust scale, emerged as a 
unique factor underpinning the RQ-2.  
The final analysis undertaken was an examination of the RQ’s 
convergent validity in relation to other measurable constructs thought to be related to 
resilience, namely self-concept, cognitive ability and an appraisal of children’s 
strengths and difficulties reported by parents (Cicchetti et al., 1993; Heller et al., 
1999; Herrenkohl et al., 1994). To explore the convergent validity of the RQ in 
relation to other constructs thought to be associated with resilience, a correlational 
analysis was undertaken between final selected items of the RQ with the Piers-Harris 
Children’s Self Concept Scale, second edition (Piers-Harris 2; Piers, Harris & 
Herzberg, 2002), the Wechsler Intelligence Scale for Children, fourth edition 
(WISC-IV; Wechsler, 2003) and the Strengths and Difficulties Questionnaire (SDQ; 
Goodman, 1997).  
 
PHASE THREE: ANALYSIS OF CONVERGENT VALIDITY 
To assess the convergent validity of the RQ-2, a correlational analysis 
was undertaken between the five extracted scales from the RQ-2 with measures of (i) 
cognitive ability; (ii) perceived self-concept; and (iii) parent-report of a child’s 
strengths and difficulties. This correlational analysis, undertaken with sub-samples 
of the children who participated in this study, is presented in Table 10.8. As previous 
research has found that children’s resilience is associated with cognitive ability and 
self-concept (e.g. Masten & Coatsworth, 2008; Shaw, 2008), it was expected that the 
RQ-2 would be positively correlated with these other related constructs. Presuming 
that children with a high degree of resilience display internal and social strengths, 
and, are likely to be less symptomatic, in terms of emotional and behavioural 447 
 
 
difficulties, on a measure of strengths and difficulties, it was also expected that the 
RQ-2 would be positively correlated with high strength scores and negatively 
correlated with high symptom scores. Convergent validity between the RQ-2 with 
measures of self-concept, cognitive ability, as well as strengths and difficulties 
would be confirmed by moderate correlation coefficients (0.3 – 0.5), indicating a 
linear relationship with theoretically related constructs, although sufficiently 
differentiated from them to constitute a different construct. The data and output files 
for this correlation analysis are presented in Appendix FF. 
 
Phase Three Participants 
Participants in phase three of this study were also participants in phase 
two. Cognitive ability was measured in all 224 participants, aged between 6.73 and 
10.93 years, mean of 8.40 years (SD=1.07 years). This sample comprised 110 girls 
and 114 boys, who participated in Project K.I.D.S in 2007 and 2008, and who also 
completed the RQ-2 during their participation.  
Self-concept was measured in a sub-sample of 108 participants, aged 
between 6.73 and 10.75, mean age of 8.29 (SD=1.06 years). This sample comprised 
52 girls and 56 boys who participated in Project K.I.D.S in 2008. In addition, a small 
sub-sample of 49 parents of these participating children took part in final stages of 
the current study, which involved completing the Strengths and Difficulties 
Questionnaire (SDQ). Information regarding parents’ age and sex was not collected.  
 
Measures 
Relationship between RQ-2 and Children’s Cognitive Ability. To 
measure cognitive ability, a short form of the Wechsler Intelligence Scale for 
Children, fourth edition (WISC-IV, Wechsler, 2003) was administered to children, 448  Chapter Ten: Development of a Resilience Questionnaire 
 
 
because it is the considered a gold standard measure of cognitive abilities, and has 
strong internal consistency and reliability. Split-half (and test-retest reliability for 
processing speed subtests only) are reported to be as follows: Verbal 
Comprehension, .94; Perceptual Reasoning, .90; Working Memory, .87; Processing 
Speed, .85; and Full Scale IQ, .96 (Wechsler, 2003). These composite index scores 
were computed using a short-form administration of the WISC-IV, for which the 
battery of subtests included: Information; Similarities; Vocabulary; Picture 
Completion; Digit Span; Letter-Number Sequencing; Block Design; Matrix-
Reasoning; Coding; and Symbol Search.  
Relationship between RQ-2 and Children’s Self Concept. The Piers 
Harris Self Concept Scale, second edition (PH-2, Piers, Harris & Herzberg, 2002) 
was used to measure self-concept in children because it is a child-self report measure 
and is reliable, with adequate scale reliability, with alphas ranging from .71 to .72 
(Piers et al., 2002). The PH-2 is comprised of the following subscales: (i) physical 
appearance and attributes; (ii) intellectual and school status; (iii) happiness and 
satisfaction; (iv) freedom from anxiety; (v) behavioural adjustment; and (vi) 
popularity. 
Relationship between RQ-2 and Children’s Strengths and Difficulties. The Strengths 
and Difficulties Questionnaire (SDQ, Goodman, 1997) was used as a parent report 
measure of children’s strength and difficulties and is comprised of the following 
subscales: behavioural adjustment; emotional symptoms; conduct problems, peer 
problems, hyperactivity; and pro-social behaviour. This measure was selected 
because it provided for an assessment of both strength and vulnerability and is 
considered reliable. Psychometrically, the SDQ is reported to have satisfactory 
internal consistency (Cronbach’s  = .73), and test-retest reliability at four and six 
month intervals is .62 (Goodman, 2001).   
 
Table 10.8 
Convergent Validity of the RQ-2: Correlation Matrix 
RQ Correlations  RQ Total  Unconditional 
Positive Regard 
Boundaries,  
Limits & Safety 
Interpersonal 
Competence & 
Confidence 
Meaningful 
Participation: 
Intrafamilial 
Meaningful 
Participation: 
Extrafamilial 
Piers Harris Self Concept Scale 2: (n=108)   
Total  PHS2  .53** .46** .42** .42** .39**  .50** 
Behavioural  Adjustment  .39** .40** .31** .30** .26**  .34** 
Intellectual  and  School  Status  .41** .34** .33** .36** .29**  .39** 
Physical Appearance and Attributes  .38**  .33**  .33**  .29**  .30**  .34** 
Freedom  from  Anxiety  .45** .34** .33** .41** .40**  .37** 
Popularity  .27** .21** .29** .24** .18  .19* 
Happiness and Satisfaction  .19  .14  .22*   .15  .15  .11 
   
Strengths and Difficulties (n=49)   
Emotional  Symptoms  .13 .13 .07 .05 .12 .15 
Conduct Problems  -.07  .06  .02  -.09  -.25  .02 
Peer Problems  .06  -.03  -.03  -.01  -.12  -.15 
Hyperactivity -.09  .00  -.15  -.02  -.15  -.02 
Pro-social  Behaviour  .15 .16 .33**  -.08 .13 .05 
   
WISC-IV (n=225)   
Verbal  Comprehension  .03 .01 .04 .01  -.02 .12 
Perceptual  Reasoning  .10 .12 .08 .06  .06  .05 
Working  Memory  .06 .03 .08 .02  -.01 .14* 
Processing Speed  .01  .01  -.05  .03  .00  -.04 
Full  Scale  .06 .06 .05 .03  .01  .09 
Note: *= p≤.05; **=p≤.01 450  Chapter Ten: Development of a Resilience Questionnaire 
 
Phase Three Results 
The five subscales of the RQ-2, the six subscales of the PH-2 and six 
subscales of the SDQ were submitted to Pearson bivariate correlation analysis, 
presented in Table 10.8. The five subscales of the RQ-2 were significantly and 
positively correlated with four of the six subscales of the PH-2, in the order of 0.26 
to 0.53 (p≤.01). Four of the five RQ-2 scales were also significantly and positively 
correlated with the fifth PH-2 scale, ‘popularity’, in the order of .19 to .29 (≤.05). 
However, the RQ-2 scale ‘meaningful participation in intrafamilial environments’ 
was not significant correlated with the PH-2 ‘popularity’ subscale and only one RQ-
2 scale, ‘boundaries, limits and safety in interpersonal relationships’, was 
significantly and positively correlated with the PH-2 scale ‘happiness and 
satisfaction’ (r=.22, p≤.05). These findings were conceptually relevant, as it makes 
sense that happiness and satisfaction are related to interpersonal relationships that 
provide boundaries, limits for behaviour and safety. Moreover, that many of the 
significant correlations fell between 0.3 and 0.5 suggests that RQ-2 was measuring a 
related, but distinct construct to that measured in the PH-2.  
There was only one significant correlation between the RQ-2 and SDQ. 
The RQ-2 scale: ‘boundaries, limits and safety in interpersonal relationships’ was 
significantly and positively correlated with the ‘pro-social behaviour’ scale of the 
SDQ (r=0.33, p≤.01). This finding may, in part, be accounted for by the small 
sample. However, differences in children’s and parents’ perceptions of resources and 
vulnerability may also account for the limited relationship between these measures.  
Finally, there was no support for the hypothesis of a linear relationship 
between cognitive ability and resilience. One RQ-2 scale; ‘meaningful participation 
in extrafamilial environments’, was significantly related to the working memory 
scale of the WISC-IV (r=.14, p≤.05) though the correlation was very modest. This 451 
 
 
finding is difficult interpret. No other RQ-2-WISC-IV scale correlation was 
statistically significant 
 
DISCUSSION 
Resilience was considered an important construct to measure in the evaluations of 
the PB and Little Steps program reported earlier in this thesis. However, the limited 
availability of measurement options was encountered, providing the impetus to 
develop a resilience questionnaire. One existing measure of resilience was found in a 
review of this research base, which has been constrained in its progress toward 
measurement development because of ongoing debate related to what resilience is. 
The   California Healthy Kids Resilience Assessment (Constantine & Benard, 2001), 
however, was developed for older children than those participating in the evaluation 
studies reported earlier. In fact, a modified and shortened version of the California 
Healthy Kids Survey was used in the evaluation of the PB  program to assess 
children’s sense of safety. However, as seen in three siblings in one family, their 
responses on this questionnaire were not consistent with others’ assessment of the 
safety of their home environment. 
 The study reported in this chapter was an attempt to operationalize a set 
of internal and interpersonal factors thought to underpin resilience in children, by 
exploring their presence in an ostensibly typically developing group of children. The 
process steps involved in the scale’s construction provided insight into what 
questions to ask children and how children can be provided with developmentally 
sensitive opportunities to answer them. The findings of this study can be summarized 
in two ways: first, what the findings revealed about the nature of potential resilience 
factors in children, and second, what the findings indicate in terms of the general 
nature of questionnaire research with children.  452  Chapter Ten: Development of a Resilience Questionnaire 
 
 
While future refinement of the RQ-2 is required before it can be 
clinically applied with vulnerable samples of children, the results of this study were 
consistent with theories that suggest resilience is broadly delineated into three sets of 
features: (i) attributes of a child; (ii) aspects of a child’s family; and (iii) 
characteristics of a child’s wider social environment (Luthar et al., 2000).  
Five sub-scales emerged from the construction of the RQ. This study, as 
expected, identified conceptual differences in children’s appraisal of their familial 
environments with those in their external social environments, such as school and 
sporting groups. Moreover, conceptual distinction emerged between children’s 
enjoyment and participation in both intrafamilial and extrafamilial environments, as 
distinct from unconditional positive regard within familial relationships. Children’s 
access to adults who set boundaries and limits in guiding their behaviour and the 
sense of competence in interpersonal relationships were also revealed as distinct 
factors. The finding that unconditional positive regard within a child’s family was 
the most robust scale to emerge from the RQ-2 is consistent with Masten and 
Coatsworth’s (1998) suggestion that resilience is ‘undoubtedly’ fostered through 
primary attachment relationships. In addition, three distinct concepts relating to a 
child’s familial context emerged from analyses: unconditional positive regard, 
meaningful role participation in one’s family; and the availability of limits, 
boundaries and safety. Access to limits included a sense of protection from danger, 
support for learning and development and modeling of ‘right and wrong’ behaviours.  
The protective factors targeted in RQ-2 were both significantly and 
positively related to self-concept, as shown in correlations with five of the six sub-
scales on the PH-2. Moreover, these correlations indicated that, while related to self-
concept, the RQ-2 and PH-2 measure different constructs, as correlation coefficients 
ranged from 0.19 to 0.53. That is, while a child’s: (i) participation in intrafamilial 453 
 
 
and extrafamilial settings; (ii) access to unconditional positive regard; (iii) access to 
boundaries and limits; and (iv) interpersonal competence were related to a their 
perceptions of their own behavioural adjustment, intellectual and school status, 
physical appearance and freedom from anxiety, there was also sufficient 
discriminant validity between the subscales on these two measures.  
Only one significant correlation was found between the RQ-2 and a 
parent-reported SDQ. Using the SDQ, parents rated their observations of their 
child’s pro-social behaviour, emotional difficulties, hyperactivity, conduct problems 
and any peer problems. It was expected that, given the general population of children 
targeted in this study, there would be a positive correlation between children’s sense 
of resilience as measured by the RQ-2 and their parents’ report of pro-social 
behaviour. Indeed, children’s responses on the RQ-2 subscale pertaining to people in 
their life setting boundaries and limits for them was positively correlated with 
parents’ ratings on the SDQ prosocial behaviour subscale. Conceptually, it is logical 
that a child’s pro-social behaviour is related to their access to people who, for 
example, ‘show them the right way to behave’, ‘give them instructions so they know 
when to stop before there is danger or trouble’ or ‘teaches them right from wrong’. 
However, it was unexpected that no negative correlations between the RQ-2 and 
symptom subscales of the SDQ were found.  This finding is difficult to interpret, 
especially given some conceptualizations of resilience as the absence of 
symptomatology. The most likely explanation is limited power (i.e. small sample 
size) and possibly the limited variability in responses on both subscales, given the 
non-clinically referred sample of children and parents who participated in this 
component of the study.  
The relationship between resilience, as measured by the RQ-2, and 
cognitive ability, as measured by the WISC-IV, was not supported in this study. 454  Chapter Ten: Development of a Resilience Questionnaire 
 
 
Indeed, cognitive ability has consistently been reported to be associated with 
resilience by others, usually studying vulnerable groups of children (e.g. Curtis & 
Cicchetti, 2003; Masten et al., 1990; Venderbilt-Adriance & Shaw, 2008). While one 
significant and positive correlation was found between Working Memory on the 
WISC-IV and meaningful participation in extrafamilial environments on the RQ-2 
subscale, the relationship was psychometrically very moderate. Moreover, the nature 
of any conceptual link between children’s working memory and their participation in 
their social environments, as it pertains to their sense of resilience, is not easily 
interpreted.  Discrepancy between the results in the current study and previous 
research may reflect differences in the participating samples of children. It is perhaps 
the case that cognitive ability exerts a stronger mediating or moderating impact on 
coping outcomes after adversity, while in the absence of adversity its impact on other 
protective factors, such as those measured by the RQ-2, is not as pertinent. However, 
drawing any such conclusions is beyond the scope of the available data. The other 
likely possibility, of course, is that the RQ-2’s conceptual derivation and 
psychometric properties are not yet advanced or sensitive enough to assess the 
impact of a range of other mediating and moderating variables.  
Study limitations include the use of a participant sample drawn from 
local public schools surrounding the University of Western Australia, generally from 
high socio-economic demography. The mean IQ from Project K.I.D.S samples for 
examples is approximately 8 points higher than 100. Moreover, the nature of the 
Project K.I.D.S methodology limits follow-up with individual children and families. 
Nonetheless, developing a questionnaire about positive or protective 
traits in children also highlighted important and unique features of doing research 
with children. Children’s ability to comprehend items, their tendency to respond 
using the extremities of a rating scale, and the influence of word choices, all 455 
 
 
highlight the unique features of how children, when asked to critically reflect on 
their internal worlds and external environments, convey these appraisals to an adult 
at the point of data gathering. These challenges in research with children, compared 
with adult research, have been discussed in detail elsewhere (e.g. Banister & Booth, 
2005; Hill, 1997; Pole et al., 1999). In the current study consideration of these 
challenges in the current study, influenced what questions were asked on the RQ and 
RQ-2 (e.g. children’s comprehension of item wording); and the types of opportunity 
given to children to answer them (e.g. response choices).   
A pilot version of the RQ along with the CRI, described in the previous 
chapter, contributed to the development of a response format that might work in 
questionnaire measures with children. The use of Grotberg’s (1997) ‘meaningful 
classification system’ revealed conceptual ambiguity among scales. For instance, 
items were thought to relate to one another as a function of item wording rather than 
their conceptual underpinnings.  That is, internal consistency between items was a 
function of ‘bloated specifics’ in using “I have”, “I can” and “I am” for every item, 
rather than as a function of conceptual relatedness. Furthermore, the observations 
about a child’s tendency to use only the extreme points of a rating scale informed 
changes in response choices in the RQ-2. Specifically, a forced dichotomous choice 
was first required (i.e. “yes, this is true” or “no, this is not true”) followed by a five-
point Likert rating scale. This approach was found to be a successful way to 
encourage children to use all response options, which increases the variability and 
linearity of response frequency distributions, important for valid factor analysis. 
Cross-checking the consistency between children’s dichotomous responses and 
scaling responses was also important in the screening of data.  
Using measures of positive or protective traits in clinical research with 
vulnerable children holds enormous promise for better capturing a fulsome appraisal 456  Chapter Ten: Development of a Resilience Questionnaire 
 
 
of factors influencing outcome. The development and initial refinement of the RQ-2 
went some way to providing an operationalized measure of protective factors. This 
study is, of course, not without its limitations, and reporting on what worked and 
didn’t work provides detail for future research direction in resilience. Future 
refinement of this measure would be useful, with subsequent application to 
vulnerable population samples. Embedding the RQ-2 in a child-centric contextual 
appraisal of protective factors, during circumstances that are thought to place 
children at risk (i.e. sexual abuse and its sequelae), goes some way toward advancing 
a more fulsome appreciation for the dynamic interplay between sources of strength 
and vulnerability, when children participate in intervention following adversity.  
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While the impetus for most research starts with a question, the research 
series described in this thesis began with an experience, which over time raised 
multiple questions. Participating in this research left an indelible impression on me, 
both as a practitioner invited to facilitate a program for young and abused children, 
and as a researcher invited to evaluate the program’s outcomes. What were striking 
were the many gaps between the research literature and the nature of practice. 
Lessening these gaps, in the context of early intervention for young sexually abused 
children, became the aim of every study reported in this thesis. Thus, the studies 
reported herein, are as much a reflection of the challenges, opportunities and 
complexities faced by practitioners navigating this kind of work and the children 
facing these experiences, as they are a report in research findings. However, what 
emerged unexpectedly from this process was an alternative approach to applied 
research with children that went beyond the work in this clinical area. The Child-
Centric Intervention Research Framework offers practitioners a means of developing 
sustainable evidence-based, and evidence-generating, practice with children in any 
therapeutic area.  
In communicating the findings from these studies, the current thesis has 
been divided into three parts that are essentially stand-alone components, each 
supported by a preamble and each including its own comprehensive discussion of 
findings. The lack of precedent for research in this area, and the jeopardy of 
misapplication of other evidence-bases to this vulnerable group of children, was 
highlighted in Chapter Two: Evaluation of the Protective Behaviours Program. 
Therefore, at each stage in this thesis, there has been a necessary but considerable 
focus on the “devilish detail” of clinical practice and research design. This detail, it 
is hoped, has contributed to the development of a new foundation upon which future 
investigation may proceed. Given these other comprehensive discussions, summaries   
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of each part of the thesis will not be repeated here. Instead, my final remarks will 
have an overarching focus, presenting the key learnings that emerged when all three 
aspects of this investigation were drawn together.  
 
‘MIND THE GAP”: CONTRIBUTIONS TO THE FIELD 
Best practice can only be afforded by a credible evidence base. This 
series of studies has contributed several responses to the identified gaps between 
research and practice in working with young children who have experienced sexual 
abuse. The Little Steps program and associated Child-Centric Intervention Research 
Framework has made a unique contribution to this paediatric evidence base by: 
Addressing the notable absence of early intervention approaches to 
working with sexual abuse in children, despite a preponderance of such programs 
reported for other forms of abuse. The Little Steps program offers a conceptually 
informed, practice driven early intervention program that now has an emerging 
evidence base. It offers a strong alternative to the misapplication of a preventive 
approach, Protective Behaviours, reported in Chapter Two.   
Prioritising the development of an integrated approach to program 
evaluation which both informs and sustains practice.  Little Steps co-evolved with an 
evaluation approach that targets relevant aspects of client wellbeing and progression.  
That the evaluation is embedded in the program supports its iterative use and, 
engenders a culture of continual improvement and accountability. Moreover, the 
formulation of the framework centred on capturing treatment relevant information 
from families. Comprehensive case formulation provided the starting point for 
evaluation and, continued with a seamless transition between clinical practice and 
research as families progressed through the intervention. This meant that participants 462  Chapter Eleven: General Discussion 
 
 
did not feel ‘part of research’, but that the researcher-practitioner was carefully 
supporting them in their movement through the program.  
Developing an evaluation strategy that is centrally informed by 
practitioners to ensure it’s contextual and face validity. The Child-Centric 
Intervention Research Framework applied practitioner principles to research practice 
in a way that illuminated rather than obscured the needs of individual children and 
their families. At the same time, the Child-Centric approach, through mixing 
methods, triangulation and a series of case studies design, facilitated drawing out 
general principles that can be tested for relevance in other families.  Integrating 
methodologies that guide process by respecting strengths of both idiographic and 
nomothetic approaches has illuminated findings not present in the existing literature. 
For instance, why programs don’t work for some children and how they may indeed 
leave them more ‘at-risk’. 
Carefully considering the developmental needs of children in both 
program and evaluation design.  Specifically, this consideration involved infusing 
what is known about children into developing ways of working with them (practice) 
and ways of offering opportunities for them to communicate what they know 
(research).  Further, learning more about what is not known and using this to guide 
research choices that drew exploration of typical or normative development were 
drawn into this research series. Understanding the range of developmental 
trajectories taken by children and, the range of interpretations made by parents, will 
assist in neither pathologizing a child following sexual abuse, nor ignoring signs of 
concerning adjustment. In this case, exploring typical pre-sexual development in 
children significantly informed the development of the Little Steps program and its 
associated evaluation measures.    
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Carefully engaging the systemic realities of a child’s life wherever 
possible. Working directly with parents, as well as the inevitable array of other 
agencies involved in children’s lives when they have been abused (rather than 
excluding or ‘controlling’ these ‘variables’), were key elements of this study. Both 
parents and other service providers tender informative and realistic vantage points 
from which the needs of the child and family could be explored and supported. 
Learnings from both groups contributed directly to the development and evaluation 
of Little Steps and the Child-Centric Intervention Research Framework.  
Contextualising the impact of sexual abuse within children’s strengths 
and positive attributes. Rather than focusing entirely on symptomatology and 
pathology, the studies reported in this thesis investigated children’s resilience and 
relational connectedness as a way of assisting my understanding of how the child 
was coping.  This is important not only for the applied researchers and practitioners 
contributing to an evidence base, but also for parents. Often after impactful events in 
a child’s life, children and their parents begin to think about themselves in new and 
robust ways. Exploring ways in which the average child reflects and reports on their 
interpersonal relationships and sense of resilience, led to the development of two 
embryonic measures of relationship and resilience. These studies contribute to the 
dearth of measurement indices about strengths in children and, especially, those that 
measure the young child’s perspective. They also provide future possibilities for 
further development. 
Highlighting the potential offered by critically and carefully combining 
positivist and constructivist research approaches. The Child-Centric Intervention 
Research Framework encompasses a macro-level framework with a structure to 
conceptually guide the intervention research endeavour (i.e. DIR) and an integrated 
process focus to tangibly guide evaluation practice (i.e. PAR & Practitioner-464  Chapter Eleven: General Discussion 
 
 
Researcher approach). It is enriched with a micro-level structure that centres on an 
explication of person-centric, and more specifically, child-centric research principles 
which infuse such macro structures and processes with developmentally and 
systemically responsive practices. The layers of this framework, in combination, 
offer unique potential to draw practitioners firmly into the research fold by 
developing an accessible approach to service accountability within regular clinical 
practice. Moreover, as illustrated by the current series of studies, with care and 
critical reflection, using this framework can draw together nomothetic and 
idiographic methodologies, as well as quantitative and qualitative approaches, in the 
service of most fully addressing the complex therapeutic issues.  
Tackling the question of why a program works and why it doesn’t work 
for some participants. Commitment to a comprehensive methodology is time 
consuming and painstaking but imperative at the early stages of developing 
interventions, such that were are able to maintain daily accountability to our clients 
participants. Much is missed in large scale studies that rely on few measures, which 
usually involves parent-reported information, before and after intervention, without 
reporting what happens in between. The many data points collected for each child 
and family in the studies reported in this thesis fulfilled both therapeutic obligations 
to each child and a micro-analytic understanding of how the programs affected each 
participant along their intervention journey. As reported, the importance of this level 
of detail manifested with the emergence of unexpected findings requiring immediate 
therapeutic consideration.  
  
LIMITATIONS AND NEW DIRECTIONS 
Once again, limitations of the current studies have been addressed in 
each part of this thesis. Briefly, and as foreshadowed in thesis preamble in Chapter   
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One, the major limitations of the evaluation studies reported in this study include 
small sample sizes, young participants, lack of control group and limitations 
associated with a necessarily selected clinical sample, such as participant drop out, 
which was particularly relevant in study one. While these limitations were both 
considered and expected, they limit the generalisability of findings generated from 
the evaluation study. However, consideration of these constraints formed part of the 
planning in the research design used and methodologies, such as triangulation of data 
source and type, were used to mitigate these known limitations. What will be 
discussed next are issues which affected the overall thesis and/or issues which have 
not been addressed to date.  
In choosing methods that are the complement of the empirical methods 
typically reported in the literature, to the Child-Centric Intervention Research 
Framework is faced with the complementary set of methodological limitations to 
those usually described. However, rather than being a reason for not using these 
methods, they merely provide a context for interpretation of the data. The most 
common limitation associated with non-empirical methods is the non-generalisability 
of small samples (in Parts One and Two of this thesis). Arguably, the determination 
of validity of findings through triangulation offers rich description, at the expense of 
uncomplicated generalisability, though the acceptability of the idiothetic approach is 
growing and offers many new possibilities for cumulative analysis in this area. 
Prioritising clinical validity resulted in the decision to engage with a heterogeneous 
sample but also, arguably, constrained the strength of interpretations that were 
possible. The evaluation studies in this thesis offered breadth and depth of 
understanding individual cases at the expense of group descriptions that are possible 
when many variables are ‘controlled’. At this outset, this choice seemed wise when 466  Chapter Eleven: General Discussion 
 
 
research an area in which there are few signposts and, so it remains at the end. What 
these cases offer are now tentative signposts on which future work may proceed. 
The commitment to hearing the voices of many participants in the 
studies, which included the voice of the child, enriched but also complicated the 
interpretation of findings. Where possible, points of divergence in the data were 
addressed through critical reflection as a practitioner and, also as a researcher, 
through diligent reference to the literature and collection of new, more targeted data. 
Divergence in the description of symptomatology between child and parent, for 
example, provided the impetus for developing several new measures. Unfortunately, 
it was beyond the scope of this thesis to fully develop these methods of 
Measurement. However, what these studies have provided is a launch pad for future 
studies to further develop, refine and evaluate these measures.   
Missing data through participant drop-out was especially relevant in the 
evaluation of the PB  program, and was considered in analysis to some extent. 
Individual cases offered important insights about what might contribute to a parent’s 
decision to discontinue with therapy. While it was beyond the resources of this 
study, a more comprehensive follow-up of families is an important issue for future 
research, given the generally high rate of participant drop-out reported in much 
sexual abuse outcome research.  The notably lower drop-out rate of participant drop-
out in the Little Step program, relative to the PB program, offers some avenues for 
investigation. The formative evaluations reported in this thesis suggest that there are 
tangible issues that can minimize the risk of non completion.   
Another important form of missing data in the current study was the 
voice of the perpetrator. While there are obvious reasons for caution in involving the 
offending parent and/or non-familial perpetrator in programs such as the PB program 
and Little Steps, ignoring their perspective weakens our attempts at intervention.   
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This is particularly true when the offender is a family member or parent and when 
the child involved is likely to have future contact with that person. Future studies 
may benefit from thinking of how the voice of the perpetrator can be usefully and 
safely heard in intervention options.   
Finally, caution in removing children from the inevitable entanglement 
of other service providers involved in their care means that there were many 
potential influences on change over time.  While most other service providers had 
been well established in the family’s life by the time they arrived at Little Steps, and 
their referral can be taken as evidence of the perceived need for alternate treatment, 
more formalized and careful multi-systemic evaluation should be conducted. Multi-
systemic evaluation would place inferences in a stronger position to make inferences 
and draw attributions of cause regarding intervention outcome.  
 
CONCLUSIONS 
Apart from the immense personal learning offered by my work with 
these children, the most salutary lessons have been that, with the best of intentions, 
harm can be done to vulnerable children in therapeutic contexts, even when this 
harm is not evident to the therapist. Findings from the evaluation of the PB program 
provided the momentum for the development of a rigorous and comprehensive 
approach to understanding what intervention might work for these children and their 
families. It also highlighted the need to be committed to developing an evaluation 
framework, accessible to the ordinary practitioner, through its integration in a clearly 
manualized evidence-based intervention program. The challenges in this endeavour 
have been significant, but the outcome rewarding. Many little steps have resulted, 
finally, in the Little Steps program and the Child-Centric Intervention Research 468  Chapter Eleven: General Discussion 
 
 
Framework as a platform from which future therapeutic work and evidence-base 
generation may proceed.    
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